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Practice Limited to 
Internal Medicine 


610 Martin Bldg. EL PASO 


PAUL ELY McCHESNEY, M. D. 
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Medical Diseases 
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outlined by Pasteur rigidly adhered to. 


No patient treated here has 
ever developed the disease. 


Treatment lasts twenty-one days. 


HUGH S. WHITE, M. D. 
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Waite’s Laboratory 


Laboratory Diagnosis Autogenous Vac- 
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THE HOMAN SANATARIUM 


For the Treatment of Tuberculosis 


EL PASO, TEXAS 


Descriptive Booklet on Request 


Telephone 1616 


Albuquerque Sanatorium 


Located in the heart of the great Southwest—the Land of Sunshine. Average annual 


rainfall less than 7 inches. Altitude moderate 


On the main line of the Santa Fe. 


The open-air, hygienic treatment of Tuberculosis is supplemented by artificial Pneumo- 
thorax and X-ray Therapy under the direction of a staff of 5 physicians trained in Internal 


Medicine. Special Facilities for Sun Baths. 


Private porches, baths, bungalows, and modern, fire-proof buildings. 
On request, information will be given concerning accommodations available. 


W. A. GEKLER, M. D., Medical Director 
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LAS ENCINAS 


PASADENA, CALIFORNIA 


A Sanatorium for the Treatment 
of General and Nervous Diseases 


LAS ENCINAS 
Climate ideal, cuisine excellent, outdoor recreation. 


Located in the foothills of Sierra Madre mountains, surrounded by a 20-acre 
grove of live oaks. Central building and private cottages with modern conveniences. 
Hydrotherapy, Electrotherapy, Baths and Massage. Physicians and nurses in con- | 
stant attendance. 


BOARD OF DIRECTORS: 


Norman Bridge, M. D.; H. C. Brainerd, M. D.; W. Jarvis Barlow, M. U.; 
F. C. E. Mattison, M. D.; Stephen Smith, M. D. 


Write for beautiful illustrated booklet. 


STEPHEN SMITH, Medical Director 
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Walter V. Brem, M. D., A. H. Zeiler, M. D. 
Roy W. Hammack, M. D. 


CLINICAL LABORATORY 


DRS. BREM, ZEILER AND HAMMACK 


Service limited to hospitals and to doctors 
eligible to membership in the American 
Medical Association, and to dentists and 
veterinarians who are members of their 
othcial societies. 


Exceptions---non-medical laboratory 


‘work and governmental agencies 


Mailing containers for tissues, blood and cultures 
sent on request. 


1003 Pacific Mutual Bldg., Los Angeles, Cal. Tel.: Metro. 4720 


Pollen Asthma 


GSaerAl asthma is usually caused by 
pollen sensitivity. Even in perennial 
asthma, pollens are frequently found to be 
primary or secondary causative factors. 
Hence, it is now recognized that in the 
diagnosis of asthma, pollen proteins should 
be used in association with food, epider- 
mal, bacterial and other proteins. Diagnos- 
tic pollens are, however, of particular im- 
portance when testing cases where symp- 
toms are accentuated during the pollinat- 
ing seasons. 


List of pollens showing regional distribution 
and time Of vollination sent on request. 
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The 
ADRENALIN 
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HEN you specify ‘‘Adrenalin, P. D. & Co.’? in 
your prescriptions or orders, you give your patient 
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facturing experience with the pressor principle of the 
suprarenal gland, discovered by Takamine in 1900 and 
ong upon the market by Parke, Davis & Company in 


Adrenalin is a life-saver in more senses than one. Its 
effect upon the arterial system and the heart is phenomen- 
ally swift and potent; while for antiphlogistic effect on 
the inflamed mucosa in nasal, laryngeal, rectal and genito- 
urinary conditions, it is unexcelled. Invaluable in shock, 
collapse, serum rash, and to control operative hemorrhage. 
The one reliable symptomatic remedy for asthma. 

Among our Adrenalin preparations the following deserve 
to be constantly kept in mind: 


ADRENALIN INHALANT (1:1000) 


Indicated in acute, subacute or chronic rhinitis, pharyngitis, tonsillitis, 
laryngitis; in scarlatinal angina, and in hay fever. A pronounced 
astringent. 


ADRENALIN OINTMENT (1:1000) 


Used for the same purpose as the Inhalant, and in urethritis for its 
astringent effect. A serviceable iubricant for urethral instruments. 


ADRENALIN SUPPOSITORIES (1:1000) 
ADRENALIN AND CHLORETONE 
SUPPOSITORIES 


In hemorrhoids, proctitis, rectal pruritus, or rectal fissure, these 

suppositories are very serviceable. Cone-shaped; melt at body tem- 

perature. Insert one suppository at night and one in the morning. 
Write us for booklet, ‘‘Adrenalin in Medicine.’’ 


PARKE, DAVIS & COMPANY 


DETROIT —™ MICHIGAN 


Included in N. N. R. by the Council on Pharmacy and Chemistry of the A. M. A. 


E. H. McCLURE COMPANY 


DALLAS, TEXAS 


Surgical Instruments and Physicians’ Supplies of Every Description 
Sterilizers, Disinfectors, Beds, Ward Furniture and Hospital Equipment 
of All Kinds 


P. B. GRUBBS, 3513 Fort Boulevard, 
Western Representative E] Paso, Texas 


In Bronchitis and Tuberculosis 


Calcreose is particularly suitable as an adjunct to other 
remedial measures. Calecreose contains 50% creosote in com. 
bination with calcium. Calcreose has all the pharmacologic 
activity of creosot= but 1s free from untoward effects even when 
taken in large doses for long periods of time. 


Sample 4 grain tablets lied to physici upon request. 
THE MALTBIE CHEMICAL Co., NEWARK, N. J. 


Elastic Hosiery 


Abdominal 
Supporters 


made to order from 
fresh, live rubber, by 
competent workmen, 
giving you a perfect fit 
and fresh durable 
goods. Also Office Fur- 
niture and Dressings. 
An Up-to-Date Stock at 
right prices. 


KENISTON & ROOT 


418 W. Sixth Street Los Angeles, Cal. 
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For Nursing Mothers 


Before advising a mother to put her baby 
on the bottle, many successful physicians 
investigate the mother’s diet. 

Often where other foods fail, DENNOS, 
the milk modifier, improves the mother’s 
breast milk both as to quantity and 
quality. 

DENNOS aids digestion, prevents forma- 
tion of heavy curds, and contains the vital 
elements of wheat. 


Write for literature and free samples. 


DENNOS 
modifier 
THE DENNOS FOOD COMPANY, PORTLAND, OREGON 


HEADQUARTERS 
FOR THE ENDOCRINES 


Preserve the Active Principles 


The Posterior Pituitary substance, under the Armour 
label, is made from material that has not come in con- 
tact with ice and water. Water leaches out the active 
principle and vitiates the therapeutic value. 


POSTERIOR PITUITARY 


Powder and 1-10 Grain 7 ablets = 


Armour’s facilities for collecting and handling the endo- 
crines are unequaled; supplies plentiful; laboratories with 
chill rooms near abattoirs; careful men whose sole work 
is in organotherapy. 


Specify Armour’s when you require 
a PITUITARY, THYROID, SUPRARENAL, CORPUS 


LUTEUM 
and other preparations of the kind. 


ARMOUR 4x0 COMPANY 


CHICAGO 
Booklets on the PHARMACEUTICA\ 
Endocrines 
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HEART 


F. T FAHLEN, M. 


Heart block has been known for so 
long that it no longer is a medical 
curiosity, although a phenomenon of 
much interest still. This is particu- 
larly the case in analyzing the ar- 
rhythmias of minor degree which were 
unexplained prior to the knowledge 
of the function of the A. V. bundle. 
Heart block should be looked upon as 
a symptom of a disturbed cardiac 
mechanism, and is essentially an in- 
terference of varying degree with the 
conductivity: of the A. V. bundle 
somewhere in its course. It should 
be remembered that the mammalian 
heart, excised totally, may be made 
to beat, for instance, by perfusion 
with certain solutions. Again, in the 
embryo it also beats with a regular 
rhythm before ganglion cells are de- 
veloped in its walls. These facts in- 
dicate two things, (a) that there is 
an inherent power of heart muscle to 
contract without impulses from the 
central nervous system; (b) that the 
heart muscle may contract without 
influence from the ganglion cells con- 
tained in its walls. 

However, this inherent rhythmical 
contraction remains latent so long as 
the heart is controlled by the nervous 
mechanism which so definitely, at 
least, influences its action in normal 
conditions, but reasserts itself when 
this influence is withdrawn. 

The heart as a whole has funda- 
mentally several marked characteris- 


(*Read before the Maricopa County Medical 


BLOCK 
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tics. (1) It has its inherent rhythm 
without external stimulation. (2) It 
has the power of responding rhythm- 
ically to continuous stimulation. In 
other words, cardiac tetanus cannot 
be produced under ordinary condi- 
tions. Furthermore, it contracts to its 
full strength, by the slightest stimu- 
lus capable of causing contraction at 
all, as well as it does by the strong- 
est stimulus. (3) Contraction once be- 
gun completes itself, and a stimulus 
thrown in at the time of contraction 
causes no increase in the strength of 
that contraction. (4) its co-ordina- 
tion. 
These are characteristics relating 
to the heart as a whole. The interest 
of the present subject is centered 
principally in the first of these; that 
is, the inherent rhythm of the iso- 
lated heart, and the fourth, the co- 
ordination of the heart, relating espe- 
cially to the sequence of the ven- 
tricular rhythm upon that of the 
auricles. It is known that the rhythm- 
ical contraction of the heart begins 
at the mouths of the large veins, also 
that heat and cold applied to an 
area between these vessels acceler- 
ates or inhibits its action respective- 
ly, which does not occur by heating 
or cooling any one other area of the 
heart, indicating that the anatomical 
source of the heart rhythm lies in this 
area. From this area at the mouths 
of the great veins, the impulse is con- 
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ducted through the auricles to the 
ventricles, with a marked interrup- 
tion at the auriculo-ventricular junc- 
tion. Incidentally, it is well to say 
that this interruption has been proven 
to be too long an interval, if we as- 
sume the neurogenic theory of con- 
duction of the heart impulse to be 
true, as it is known that the conduc- 
tion of nerve tissue is very rapid. 

In that the question of ventricular 
co-ordination is the problem of chief 
interest, its physiology demands 
greatest activity in research. 

While it is known that the ven- 
tricles normally derive their rhythm 
‘and rate from the auricles, it is also 
known that the impulse from the 
auricles is not essential to produce 
either the contraction or rhythm of 
the ventricles. As has been said, the 


isolated heart as a whole has an in- 
herent rhythm. Now it is known also 
that the auricles and ventricles have 
an inherent rhythm of their own. In 
other words, the heart may be looked 
upon as an organ subservient to the 


control of the central nervous sys- 
tem, yet capable of contracting 
rhythmically when totally isolated. 
Also that the rhythmicity of the ven- 
tricles, while subject in the normal 
state to the control of the auricles 
and through them to the central ner- 
vous system, nevertheless is not func- 
tionally dependent upon the auricles. 
The question arises, to what extent 
are the ventricles subject to the in- 
fluence of the auricles? And further- 
more, to what extent are they subject 
to the nervous mechanism, first, when 
under normal conditions, and _ sec- 
ondly, when they are isolated. The 
first is known, and the latter ques- 
tion I shall take up later, in speak- 
ing of the ventricular action in block. 

These facts as stated are known, 
and immediately arises the question 
regarding the connection between 
auricles and ventricles, its character 
and influence normally and its ana- 
tomical location. It is necessary here 
to review very briefly some work in 
the anatomy and physiology of the 
heart. 
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For years the nature of this con- 
nection was unknown. At first, a 
muscular connection was denied, as 
there had never been definitely found 
any muscle fibres connecting the aur- 
icles with the ventricles, although the 
presence of such fibres has long been 
suspected physiologically. One strong 
reason .was the unquestioned delay 
of the contraction wave at the aur- 
iculoventricular junction—too long, 
as has been explained, to conform 
with the theory of nerve transmis- 
sion. However, His, Jr., worked out 
what he calls the auriculoventricular 
bundle. Later, Retzer demonstrated 
it most beautifully both by dissection 
and microscopically. Briefly, this 
bundle of fibres consists of a strand 
arising below the foramen ovale on 
the right side of the interauricular 


_septum, passing downward and for- 


ward through the fibrous ring be- 
tween the auricles and ventricles and 
blending with the musculature of the 
interventricular septum and ventricu- 
lar walls. Retzer describes it as be- 
ing 18 mm. long, 2.5 mm. broad, and 
1.5 mm. thick. 


The fibres are somewhat different 
from other heart fibres, richer in 
nuclei, paler in staining reaction, only 
slightly fibrillated, and more embry- 
onic in character. You will remember 
that the rhythm of the heart is estab- 
lished before ganglion cells are found 
in its walls. The idea has arisen that 
this embryonic inherent rhythm is re- 
tained in this bundle and is possibly 
the source and cause of the inherent 
rhythm known to exist in the ven- 
tricles. This, however, I believe, re- 
mains unayswered. Again, anatomic- 
ally the auricles (except the sinuses) 
and the upper portion of the ven- 
tricles contain ganglion cells. Also, 
it is very probable that the terminals 
of the vagus are closely associated 
with these and their impulses dis- 
tributed through the ganglion to the 
muscle fibres. The accelerator fibres 
are also easily found in the auricles 
and ventricles, forming the subserous 
and myocardial and subendocardial 
plexuses. Therefore, there is no lack 
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of nerve connection of the auricles 
with the ventricles anatomically. Also 
physiologically stimulation of the ac- 
celerator fibres markedly accelerates 
both auricles and ventricles in the 
normal heart, while stimulation of 
the vagus definitely inhibits both the 
auricles and the ventricles. 

Thus from an anatomical stand- 
point, the character of tissue trans- 
mitting impulses from auricles to ven- 
tricles may obviously be either nerve 
or muscle. Physiologically much of 
this tissue can be eliminated as a 
route of transmission from auricles 
to ventricles as numerous experiment- 
ers have shown that all tissue con- 
necting the auricles and _ ventricles 
may be destroyed except the inter- 
auriculoventricular septum, without 
destroying the normal sequence of the 
auriculoventricular rhythm. This 
proves substantially that the path of 
conduction lies in the septum pro- 
vided there is a dependence of the 
ventricles for their rhythm on the 
auricles. That there is such a de- 
pendence in the normal state of the 
ventricular rate and rhythm, is con- 
clusively shown by the fact, that de- 
struction of this path completely iso- 
lates these chambers of the heart 
from each other. The demonstration 
of this fact has been the basis of 
the study of heart block. 

By heart block is meant an inter- 
ference with, or total obstruction of, 
the impulse which, coming from the 
auricles, normally causes the ven- 
tricles to beat in regular sequence to 
the auricular contraction, as a result 
of which interference or obstruction 
the ventricles in the first instance 
partially lose their co-ordinating 
rhythm with the auricles, and in the 
latter, totally lose it and begin a reg- 
ular inherent rhythm of their own. 
Thus block may be partial or total. 
The impulse conduction may be only 
obtunded or completely shut off, 
causing, respectively, little or com- 
plete isolation of the ventricles. Fur- 
thermore, as has been shown, this 
impulse comes through the tissue in 
the cardiac septum. This is not only 
confirmed as to the whole septum, 
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but holds true directly to the aur- 
iculoventricular bundle of fibres, as 
shown by the experiments in produc- 
ing block, since block was never pro- 
duced except when this bundle was 
involved by pressure or destruction. 
Also block was always produced 
when this bundle was shown to have 
been pressed upon or destroyed, 
showing conclusively that it is the 
path of conduction of these impulses. 
When block is partial, various phe- 
nomena are noted, depending on the 
degree of block. Experimentally par- 
tial or complete block has been pro- 
duced in the animal by pressure, such 
as by ligating or clamping, and sec- 
ondly by destroying this tissue. Com- 
pressing these fibres by a clamp 
made for the purpose, beginning with 
the lightest pressure and gradually 
increasing it, produces accurately the 
various stages of block, the first 
change made being an increase in the 
interval of interruption at the auricu- 
lo-ventricular junction. The auricles 
continuing an uninterrupted regular 
rhythm throughout, there is then 
noted an occasional dropping of a 
ventricular beat. By increasing the 
pressure of the clamp, it is possible 
to drop a ventricular beat in 10, 9, 
8, 7, 6, 5, 4, 3, 2, auricle beats suc- 
cessively. Then comes the establish- 
ment of various so-called rhythms, 
wherein one or two auricular beats 
occur to one ventricular beat. Again 
by greater pressure one ventricular 
beat to three and later four auricular 
beats. Here then we have the vari- 
ous degrees of partial block, always 
relative to the degree of interference 
with the conductive power in the 
bundle of His, which result now in 
what is called the complete block— 
the time when the ventricles, now 
withdrawn totally from auricular im- 
pulses, assume their own inherent 
rhythm entirely independent of and 
asynchronous with the auricular 
rhythm. It has been determined that 
if after three or four auricular beats 
have occurred no ventricular beat oc- 
curs, the ventricles then take on this 
inherent rhythm, even though the 
block is not entirely complete. This 
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is called by Erlanger a relative com- 
plete block. 

In explanation of this phenomenon 
of ventricular response to partial ob- 
literation of the conduction of the 
impulse Erlanger has done truly 
beautiful work. He explains it in 
this way: As is well known, and as 
stated earlier a stimulus thrown in 
at the contraction period of a ven- 
tricle receives no response. However, 
the irritability of the ventricles to 
contraction begins immediately after 
their contraction is ended and _ in- 
creases until they again respond by 
contraction. In other words, their 
irritability to contraction stimulus is 
increased the longer their contraction 
is delayed, up to a certain point. In- 
creasing compression of the bundle 
of His means, to all practical intents, 
continual lessening of the conductiv- 
ity of the bundle of His, that is, les- 
sening of the strength of the impulses 
from the auricles to the ventricles. 
Now if the auricular impulse is not 
absolutely shut off by interference 
with this conduction, the irritability 
of the ventricles will ultimately reach 
a point—after 1, 2, 3, 4, auricular 
beats—where the obtunded impulse 
will be sufficient stimulus to cause 
the ventricles to contract, which they 
do to their utmost capacity at that 
given moment. After this, their ir- 
ritability falls to zero, increasing 
again until the next contraction. It 
has been shown also by Erlanger that 
if, in partial block, the auricular rate 
be slowed, the block may become less 
complete, for instance, a 3 to 1, 
rhythm may change to a 2 to l 
rhythm. Also if the auricles be stim- 
ulated through the accelerator fibres, 
or their rate increased in other ways, 
the block increases. This he explains 
by the supposition that there is an 
inverse ratio of the rate to the 
strength of the impulses coming from 
the auricles; hence increasing the 
auricular rate would lessen’ the 
strength of the impulses to the ven- 
tricles, and thereby increase their 
tendency toward a complete block; 
and inhibiting the auricular action, 
and thereby strengthening the im- 
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pulses, would cause the ventricles to 
become again subservient to the con- 
trol of the auricles. 

In complete block, as in partial, 
the auricles beat regularly with un- 
altered rhythm. Also, as stated, in 
complete block the ventricles beat 
with a rhythm all their own and 
without relation to the auricles, and 
it is in this condition that the con- 
trol of the auricles over the ventricles 
is withdrawn. During this condition 
the ventricular rate is of course much 
reduced, being from 10 to 40 a min- 
ute, while the auricular rate may be 
normal or above. 


The influence of the nerves over 
the heart in block is interesting. The 
effect over the auricles of the vagus 
and accelerators is unchanged. How- 
ever, the vagus action on the ven- 
tricular rate is remarkably influ- 
enced, and it is practically proven 
that their influence over the ven- 
tricles in block is nil, warranting 
the conclusion that vagus influence 
over the ventricles lies in their nor- 
mal state through their action on the 
auricles. 


In partial block of any degree, the 
auricles and ventricles may be com- 
pletely inhibited by stimulation of the 
vagus, as easily as in the normal con- 
dition. It is uniformly stated that 
the vagus loses its control over the 
ventricles at the instant at which 
block becomes complete, and is in- 
deed an index as to when that block 
becomes complete. 


The accelerator influence is not in- 
terfered with either in partial or 
complete block, indicating its effect 
on the ventricles through other chan- 
nels. Of course on stimulation of the 
accelerators in complete block, the 
ventricles respond with an increase in 
their rate, relative only to that of the 
auricles, not equal to it. According 
to Erlanger, when the block is com- 
plete the ventricular rate is not great- 
ly disturbed by conditions normally 
influencing the ventricular rate, such 
as changes in blood pressure, changes 
in posture, asphyxia, plugging of one 
or the other coronary artery. 
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At first thought, the production of 
block and its subsequent manifesta- 
tions seems simple, and yet there are 
certain phenomena in its production 
that demand our careful attention. 

It has been found that when com- 
plete block is produced there occurs 
an interval before the ventricles con- 
tract, at times so long that death of 
the animal seems imminent. For in- 
stance, 50 seconds has transpired 
without the ventricles contracting and 
then they contracted only after me- 
chanical stimualtion. This so-called 
stoppage is due probably to the re- 
moval from the ventricles of the 
rhythmical stimuli of the auricles. As 
pointed out by Erlanger, this is shown 
probably in the fact that, as several} 
experiments showed, when there is 
only partial impairment of the con- 
duction of the auriculo-ventricular 
bundle, stoppage has been obtained 
by increasing the auricular rate. 
thereby possibly producing fatigue ot 
the impaired bundle. 

Also after ceasing rhythmic stim- 
ulation of the ventricles in complete 
block, stoppage occurs for a variable 
time, their rate gradually increasing 
up to that of its inherent rate. 

Furthermore atropine has no influ- 
ence in block, for it causes no accel- 
eration of the ventricular rate as it 
does in the auricles after stimulation 
of true vagus. : 

It was thought that possibly this 
hesitation of the ventricles might be 
due to a mechanical stimulation of 
an inhibitory mechanism in the aur- 
iculo-ventricular bundle. This being 
tested it was found that neither me- 
chanical nor electrical stimulation of 
this bundle caused inhibition of the 
ventricles, but rather the opposite, 
the ventricles usually responding by 
an extra systole. 

An interesting clinical phenomenon 
is that of auricular flutter in which 
the auricular beat rhythm, but at a 
very hard rate, frequently between 
200 and 300 a minute. By this I do 
not mean a paroxysmal tachycardia 
in this respect that there is in flutter, 
a disassociation of the auricles from 
the ventricles, caused evidently by a 
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fatigue of the A. V. bundle, and an 
inability on its part to convey such 
rapid impulses to the ventricles. Con- 
sequently every other impulse, or 
every second or third impulse goes 
through and meets the ventricular ir- 
ritability, giving a varying degree of 
heart block, usually two to one. 

There are various. pathological 
causes for block, among them ulcer- 
ative endocarditis, sclerosis, fatty de- 
generation, syphilitic gummata, neo- 
plasms and arterial sclerotic changes 
in the coronary branches. 

The clinical manifestations of such 
cases varies from the extreme epi- 
leptic form to the Stokes-Adams’ syn- 
drome or petit mal attacks to an ab- 
sence of any clinical symptoms what- 
ever subjectively and only an occa- 
sional miss beat or even a mere 
lengthening of the A. V. interval. 
This can be determined best by the 
electro cardiograph or the syphygmo- 
graph, such as Jacquet or MacKen- 
zie’s polygraph. Heart block has ex- 
isted in patients through many 
years, and unquestionably can exist 
without materially interfering with 
the patient’s welfare, provided in- 
tegrity of the heart wall is main- 
tained. Many epileptics have prob- 
ably been heart block cases, as un- 
doubtedly was Napoleon who was 
said to have had epileptiform seiz- 
ures with a pulse of about 40. It 
has been my experience that heart 
block cases are comfortable so long 
as they remain in complete block, 
and it is only in changing from par- 
tial to complete block that the con- 
vulsive seizures or petit mal attacks 
occur. For this reason it is some- 
times good practice to throw a pa- 
tient into complete block with digi- 
talis when there is danger of such 
fluctuation. The epileptiform seiz- 
ures are unquestionably due to cere- 
bral anemia as it has been repeat- 
edly demonstrated that the pulse 
stoppage occurs before the convul- 
sions. In one case I was able to 
count 55 seconds before the ven- 
trical began to contract in a case of 
partial block, going into complete 
block. These cases of repeated sud- 
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den changes from partial to complete 
block are very likely caused by an- 
giospasm superimposed upon some 
degree of obliterating end arteritis of 
the nutrient artery to the A. V. bun- 
dle. If it is possible to establish the 
causative factor of the interference 
with the function of the A. V. bundle, 
it is possible at times to offer a more 
accurate prognosis as to _ institute 
measures of relief in some cases, for 
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instance, cases due to syphilitic gum- 
mata involving the septum of the 
heart can be totally relieved. Some- 
times rest, strychnine, atropine or 
potass. iodid. produces results, how- 
ever ordinarily therapeutic measures 
are without definite action in reliev- 
ing the heart block, but may defin- 
itely better the general cardiac sit- 
uation by re-establishing compensa- 
tion. 


SOME ASPECTS OF FREUDIANISM 
M. I. LEFF, M. D., El Paso, Texas 


In his most recent attempt to an- 
nihilate Freudianism, Professor Wohl- 
gemuth of England sums up his ef- 
fort with an epigram: “Darwin dis- 
covered the descent of man and 
Freud discovered that there was no 
decent man.” On the other hand, 
President Stanley Hall of Clark Uni- 
versity, who introduced Freud to the 
American public, is of the opinion 
that Freud’s theories are destined to 
exert as great an influence on the 
human mind as Aristotle’s “Cate- 
gories.”’ These old psychologists have 
studied, not merely read, Freud, and 
yet their opinions differ so widely. 
Those that merely read something 
about Freudianism invariably have a 
derogatory opinion of the theory as 
well as of the man, Freud. The same 
is the case with Darwinism or any 
other revolutionary discovery which 
opposes established institutions or old 
beliefs. As we shall‘ see later, this 
is a natural phenomenon. It is indeed 
very proper for one who does not 
understand Freudianism to believe 
that Freud is a degenerate sensation- 
alist who prefers to see lurid and 
sensuous cravings rather than noble 
and altruistic strivings as the cause 
of human progress, just as it is nat- 
ural for a fundamentalist of Bryan’s 
type to insist that Darwin was a con- 
temptible atheist who would rather 
trace his lineage to the monkey than 
to God. 


Now, what is Freudianism? It is 
a new system of psychology which 
teaches primarily how to discover the 
wishes and interpret the behavior of 
the real as well as of the conscious 
Ego; secondly, it instructs how to 
treat psychoneuroses and psychoses 
in a new, hitherto unknown way. 


To understand Freudianism, it is 
imperative to study attentively all of 
Freud’s works and some of the works 
of his followers, especially Kempf’s 
Psychopathology. It is of course phy- 
sically impossible to condense Freud- 
ianism into a half-hour paper. To- 
night I shall attempt to present some 
aspects of this vast subject. But 
first a word about the man himself. 

Doctor Sigmund Freud is Professor 
of Neurology at the University of Vi- 
enna. He was born in Freiburg, 
Austria, in 1856 and graduated from 
the Vienna Medical School in 1880. 
He was always a deep thinker and 
voluminous reader. He did not ne- 
glect general scholarship on account 
of his medical studies. In fact, in 
his student days he cared more for 
art and philosophy than for medi- 
cine. Yet even in that early age he 
already made some contributions to 
medical science, the most important 
of which was his discovery of the an- 
esthetic properties of cocaine. Later 
he became interested in neurotics and 
in order to learn how best to treat 
them, he went to Paris and became 
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a pupil of the great Charcot, who 
was then acquiring an international 
reputation for his new ideas about 
hysteria. 

This peculiar illness has been 
known from time immemorial. The 
symptoms have not changed much, 
but the theories about the etiology 
and the treatment were modified per- 
ceptibly. The old theory was that 
hysterics were possessed of the devil. 
The treatment then was simple: get 
rid of the devil and the patient was 
cured. Later, the Greeks thought 
that the uterus had something to do 
with causing the disease—hence its 
name. The cure then was not so 
simple, as not many ladies were keen 
on parting with their uteri. Galen, 
however, noticed that the male sex 
was also subject to hysteria. He. 
therefore, exonerated the uterus and 
blamed it all on the humoral misbe- 
havior. In this theory he perhaps 
anticipated the modern auto-intoxica- 
tionists. Syndenham found the eti- 
ology in hypochondria, and Piso, in 
1618, thought that hysteria was 
caused by some cerebral trouble. It 
remained for Charcot to prove that 
hysteria was not due to a somatic but 
to a psychic disturbance, though even 
he still believed that this psychopath- 
ology must rest upon some somatic 
substratum. He thought that to be 
some obscure congenital deficiency in 
the brain—a sort of degeneration. He 
introduced hypnotism in the treat- 
ment of hysteria. Charcot’s theories 
were expounded by his pupil, Pierre 
Janet. According to Janet, ‘“‘there 
exists in consciousness a region below 
the normal waking state— a sub-con- 
scious. Groups of ideas may exist in 
this dark region without being known 
at all to consciousness and yet oper- 
ating and producing results as if they 
were subject to voluntary attention. 
The synthesis of mental processes 
into a coherent whole constitutes the 
personality or ego. The hysteria pro- 


cess causes a splitting, a disintergra- 
tion, or a doubling of personality. 
Hysteria therefore is a form of men- 
tal depression, characterized by the 
retraction of the field of personal 
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consciousness, and by the tendency to 
the dissociation and the emancipa: 
tion of systems of ideas and of funt- 
tions which by their synthesis cor- 
stitute the personality.”” Under the 
influence of the hypnotist, these re- 
bellious dissociated ideas were pet- 
suaded to join the fold and reassoci- 
ate themselves with the restored per- 
sonality. 


From Paris, Freud went to Nancy, 
where he spent two years under 
Bernheim in perfecting himself in 
hypnotism, suggestion and electro- 
therapy. Bernheim’s demonstration 
that suggestion in the waking state 
was as effective as hypnotism gave a 
jolt to the “dissociation” theory. Why 
should a suggestion directed to con- 
sciousness make any impression upon 
the groups of ideas dissociated from 
it? Nor was Freud’s analytical mind 
contented with this theory as an ex- 
planation of the etiology of hysteria. 
Why and how does this splitting of 
personality take place? 


While Freud was studying Neu- 
rology at Paris and Nancy, his friend, 
Breuer, was making some interest- 
ing observations on hysteria at Vi- 
enna. Some of Breuer’s patients de- 
rived no benefit from hypnotism or 
suggestion. But if they were allowed 
to dwell on the experiences at which 
a certain symptom first made its ap- 
pearance, the effect was remarkable. 
At the recollection of the experience 
the patient would show a good deal 
of emotion and the symptom would 
abate. He also noticed that those 
memories were always of a character 
to cause the patient either shame, 
reproach or psychic injury; that at 
the time of their occurrence the pa- 
tient did not give vent to his feel- 
ings, and that the more thorough the 
recollection and the greater the ex- 
citement, the more marked was the 
disappearance of the symptoms. 
These observations established the 
following theories: (1) That hysteria 
was not caused by some vague acci- 
dental splitting of consciousness in a 
defective mentality, but by a very 
definite etiology, a psychic trauma in 
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a normal person. (2) That hysteria 
would not have resulted had the pa- 
tient given free play to his feelings 
at the time of the effect. (3) That by 
bringing the painful incidents back 
to memory, the pent-up emotions are 
able to discharge themselves. This 
heals the trauma and the symptoms 
disappear. This process is known as 
“catharsis.” The question as to what 
causes the splitting of consciousness 
in hysterics was now answered by 
Breuer’s important work; namely, 
trauma. 


In 1886 Freud returned to Vienna 
and associated himself with Breuer. 
Together they practiced the cathar- 
sis method for some years. As Breuer 
was a busy internist, Freud did most 
of the work with the neurotics. He 
soon discovered that hypnotism was 
not an adequate method for produc- 
ing a lasting cure through catharsis. 
Some of the patients became too 
deeply hypnotized, in which case the 
recollections would not reach con- 
sciousness, while other patients could 
not be hypnotized at all. Here an 
almost forgotten incident came to 
Freud’s aid. At the Nancy Clinic, 
Bernheim once hypnotized a patient 
and ordered her to perform a certain 
act in the wakeful state. This the 
patient later obeyed, but she was not 
able to account for her action. Bern- 
heim assured her that she did know 
the reason at one time and that with 
sufficient concentration she could re- 
call it. And after considerable in- 
sistence on the part of the physician, 
the patient told him the reason. To 
Freud, this phenomenon now meant 
that the profound post-hypnotic am- 
nesia was overcome by the patient’s 
effort to connect or associate her ac- 
tion with the forgotten cause. The 
effort was aided by her wish to 
please Bernheim. Freud therefore 
reasoned tat he ought to obtain sim- 
ilar effects with the amnesia of his 
hysterical patients. He tried it and 
the results were so encouraging that 
substituted this “association” 


method for hypnotism. Later he 
evolved an important modification 
which he r-med “free association.” 
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In this revised method, the patient 
is not told to concentrate his mind 
directly upon the associations that ex- 
ist between the symptoms and the 
forgotten trauma, but he is asked to 
give a free hand to his imagination 
and tell the physician any thought 
that comes to his mind. The modus 
cperandi is briefly as follows: The 
patient, placed in the recumbent po- 
sition is asked to close his eyes and 
relax his muscles. This relaxation 
enables the patient to concentrate 
more on his psychic activities. He 
is then asked to tell all he knows 
about his symptoms and their origin. 
The replies are usually incoherent 
and contain many gaps. The patient 
is then told to concentrate on the 
part where the story broke off. He 
is urged to tell everything just as his 


. thoughts come up no matter how triv- 


ial or immaterial they may appear 
to him. Usually a good deal of per- 
suasion is required to get the patient 
to tell all. Much resistance is shown 
by the patient to bring forth epi- 
sodes causing him mental pain. With 
perseverance, however, the physician 
is able to overcome the patient’s re- 
sistance and get to the bottom of the 
trouble. Some of the replies at first 
appear strange and meaningless. But 
upon deeper study, Freud ingeniously 
detected a meaning in the apparently 
most ridiculous and irrelevant narra- 
tive. He also learned to place great 
value on a mere slip of the tongue, 
slight variations in phraseology on re- 
peating the same story, forgetting of 
names, dates and numbers. All these 
discrepancies he adds together and 
like a good detective constructs a 
clear picture of the patient’s person- 
ality and of the etiology. The pa- 
tient is then acquainted with the real 
cause of his trouble. At first he 
usually refuses to see it in the new 
light and if the revelation is con- 
nected with an episode which is dis- 
tasteful to the patient’s conception of 
ethics, his reaction is rather stormy. 
But when he is made to see the logic 
of the situation, he confesses, ex- 
presses his indignation with himself 
or others involved in the affair, and 
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after a stormy emotional “abreac- 
tion,” the symptoms disappear. This 
process Freud calls “‘psychoanalysis.” 

The incoherent and _ fantastic 
stories the patients relate while be- 
ing psychoanalyzed resemble greatly 
the fantastic works of dreams. Freud 
therefore undertook a thorough study 
of dreams. He began by analyzing 
his own dreams first. And as he sus- 
pected, he soon found out that his 
dreams, far from being meaningless 
and purposeless fabrications of a 
tired mind or an overloaded stom- 
ach, as the belief prevails, really 
possessed a very definite meaning 
and served a very important purpose. 
He then began to analyze his pa- 
tients’ dreams and a new realm 
opened up before his eyes. By study- 
ing his patients’ dreams, Freud was 
able to learn his patients’ personality, 
strivings and psychopathology more 
thoroughly than by the method of 
free associations alone. His profound 
classic on Dream Interpretations is a 
treasure-house of knowledge to stu- 
dents of psychology as well as to psy- 
chotherapists. 


In this way Freud accumulated a 
vast amount of information about the 
life histories of nervous and normal 
people. Most of those facts had been 
entirely unknown to the person an- 
alyzed. Some of the incidents un- 
earthed by Freud happened to the 
patient when he was only two years 
old. Upon this mass of material, 
Freud built up his new theory of hys- 
teria which became the basis of his 
new psychology. Its applicability is 
practically limitless. Though only a 
quarter of a century since it was 
formulated and notwithstanding the 
abuse and condemnation of the op- 
ponents of Freudianism, its influence 
is already felt, not only in psychology 
and psychiatry, but also in anthro- 
pology, folk-lore, sociology, peda- 
gogy, criminology and literaure. As 


early as 1907, Stanley Hall foresaw 
that this theory “is destined to be 
one of the most fundamental themes 
in the new psychology of art and 
perhaps still more of religion.” 

I shall first try to explain that 
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part of the theory which is concerned 
with hysteria only. 

According to Freud’s theory, hys- 
teria is not caused by a mere acci- 
dental caprice of a split of conscious- 
ness, but by an active and intense 
conflict between the conscious and 
the unconscious. The conflict begins 
when the unconscious is insisting on 
getting a certain wish, the fulfillment 
of which is impossible on account of 
social or religious prohibitions. The 
mere idea that such a wish could at 
all tempt the ego is very painful to 
consciousness. It therefore tries to 
suppress the knowledge of the exist- 
ence of the craving. But the un- 
conscious knows nothing of artificial 
obstacles and insists on making its 
wish known, which causes mental an- 
guish to the ego. Neither of the two 
forces can give in. The impasse is 
broken by a sort of a compromise 
which converts the wish into motor 
or sensory symptoms of which the 
patient happened to have suffered at 
the moment the wish was born. The 
unconscious not being able to obtain 
the original wish is satisfied with the 
hysterical symptoms which symbolize 
the wish. The conscious ego on the 
other hand is glad to suffer bodily 
discomfort as long as the obnoxious 
wish is suppressed. Hysteria there- 
fore is a dynamic conscious defense- 
compromise against the threatened 
attack by the craving of the uncon- 
scious. 

For example: You are called to 
see hysterical Mrs. X, who is suffer- 
ing from a severe headache for which 
she cannot account. You examine 
her physically and find nothing 
wrong. You try then “psychoanaly- 
sis.” From a maze of incoherent de- 
tails you stitch together the follow- 
ing important facts: The patient is 
a society woman. She enjoys golf. 
This morning she had to call on a 
bereaved acquaintance, but the head- 
ache made it impossible. This call 
was an unpleasant task. What hap- 
pened? The conscious, the civilized 
part of the ego, wanted to make the 
call because it was the proper thing 
to do. The brutal, but honest sub- 
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conscious objected and wanted to 
spend the time on the golf-links. The 
conscious ego was horror-stricken at 
the manifestation of such selfishness 
and lack of social decorum. Where- 
upon it tried to completely crowd out 
this painful thought from the ego. 
But the unconscious preferred golf to 
a miserable time in the house of 
mourning, and would not allow itself 
to be brow-beaten by ethical consid- 
erations. A struggle ensues. A com- 
promise is reached by making use of 
a headache of which the lady hap- 
pened to have suffered on a similar 
occasion some time ago. Now the 
visit is called off ethically, and both 
sides of the ego are partly satisfied. 
(The conflict we speak of is not the 
one going on between the wish on 
the one hand and the restraining 
consciousness on the other. Such a 
struggle might cause other psychic 
disturbances. Hysteria is caused by 


that conflict which results from the 
continuous endeavor of consciousness 
to suppress and deny the knowledge 


of the existence of the pain-giving 
desire, and the equally determined 
effort of the unconscious to force its 
wish to the front.) 

Now if the physician were to ex- 
plain to the lady the real cause of 
her headache, at first she would be 
indignant at his impudence for dar- 
ing to ascribe to her such meanness. 
Upon being convinced, however, of 
the truth of the analysis, she would 
feel ashamed at her own shortcom- 
ings, but the struggle between the 
conscious and the uncouscious would 
be at an end. Instead, the lady would 
have to face the issue frankly: “I do 
not wish to pay that call, but con- 
vention demands the sacrifice. If I 
do not obey, will I be able to stand 
the punishment of society’s displeas- 
ure?” Whatever her decision, the 
hysterical headache would be cured 
by the analysis. 

To be sure, not every case of hys- 
teria is as simple as this one. On the 
contrary, the average case 1s usually 
very complicated, both as to etiology 
and symptomatology. Freud spends 
about one hundred hours in analyz- 
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ing a single case. Some cases take 
longer, depending on the nature of 
the cause and the character of the 
patient. For despite the fact that 
the patient comes for relief and is 
willing to tell the physician every- 
thing, she is not always able to over- 
come the resistance of the conscious. 
A great deal of tact, sagacity, learn- 
ing and patience is required by the 
physician to lead the patient on, step 
by step, to the crucial point. 

And here it might be remarked 
that while.every cultured physician 
ought to make an effort to under- 
stand Freudianism, no one should un- 
dertake to practice psychonalysis un- 
less he is thoroughly trained in neur- 
ology and psychiatry as well as in 
general medicine and diagnosis. One 
who just reads a book on Freud and 
practices psychoanalysis is about as 
safe aman as if he were just to read 
Cushing and try to do brain sur- 
gery. 

But coming back to Freudianism 
which so far sounds rather dull and 
“respectable,” the question might 
now be asked, if hysteria is due to a 
conflict between the conscious and 
the unconscious ego, why are we not 
all hysterical, for surely such con- 
flicts must continually go on in every 
one of us? This question is answered 
by the second and more exciting part 
of Freud’s theory, namely, that hys- 
teria as well as any other psycho- 
neurosis or psychosis can take place 
only in a person whose sexual life is 
not normal and who in addition, some 
time in his infancy, sustained a 
psychic injury which was also con- 
nected with sexuality and which he 
had long ago forgotten. In a normal 
vita sexualis, there can be no psy- 
chosis or neurosis. 

This is the Freudian law which 
evoked so much opposition. But dis- 
tasteful as this principle might ap- 
pear to some, we as scientists should 
deal with facts only and not with per- 
sonal prejudices. (Unfortunately, 
even some physicians are unable to 
discuss sexual questions objectively.) 
And the facts are that in every case 
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of neurosis and psychosis analyzed 
by Freud and his followers, a sexual 
complex was invariably found to be 
the most important etiologic factor. 
Freud, with his innate thoroughness 
elaborated this theory and showed 
that the libido influences the char- 
acter and behavior of everyone. 
Other important factors are fear, 
hatred, jealousy, envy, and religious 
and social restraints, or environment. 


The world is a battlefield. All 
creatures are engaged in a struggle 
for existence. The struggle is inten- 
sified by the fact that what is life 
for one is usually death for the other. 
In the plant and animal world we 
see how the weaker must perish if 
necessary in order to satisfy the needs 
of the stronger. These needs are 
self-protection and reproduction, or 
food and sexual gratification. The 
needs of the human race are essen- 
tially the same though more compli- 
cated, but their achievement does not 
depend entirely on individual ability 
and strength. Society to protect it- 
self has checked most of the striving 
of the individual. He must not take 
food as he finds it. He must not kill 
anyone that happens to be in the 
way. These prohibitions and taboos 
have been piling up for thousands of 
years. In addition to negative com- 
mands, society places upon the indi- 
vidual many positive duties. The 
normal person is usually able to 
adjust his desires with the demands 
of civilization. Family influence 
and environment are helping him to 
learn self-control from childhood on. 
He grows up with the realization that 
being a member of society he must 
sacrifice some of his wishes for the 
good of the whole of which he is an 
interested part. So that ordinarily it 
is not very hard to obey the rules of 
society, especially when one is in 
hope of getting some reward for his 
nice behavior. The reward which 
may be real or imaginary serves the 
purpose of compensating the individ- 
ual for his sacrifices. 

It is different with the sexual de- 
sire. And when Freud speaks of 
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sexuality he does not mean only the 
gross sexual act of coitus, but he 
refers to the whole complicated sub- 
ject of sex-life as it manifests itself 
in normal and abnormal acts and 
feelings, originating in the erogenous 
zones. There is no other wish which 
is so intense as that of the sex; no 
emotion which is able to accomplish 
such tremendous changes in the life 
of a person as what is known as love. 
But while other emotions like hunger 
and fear can be satisfied with com- 
parative ease, the sexual wish has 
been made almost unapproachable. 
From time immemorial, restraint upon 
restraint were added by society, re- 
ligion and superstition. Not only the 
act itself came to be looked upon as 
degrading (unless sanctioned by a 
preliminary rite), but even the very 
wish is considered something to be 
ashamed of, and discussion about it 
has been relegated to the smoking- 
room. As we know. all these taboos 
have not eradicated the emotion. 
They only succeeded in making some 
people ashamed of themselves for 
possessing it. But the emotion does 
exist. The child is born and grows 
up with it. To be sure, the love- 
object is not always the same. 


At first the infant is auto-erotic, 
that is, it derives all pleasures from 
its own body. A thumb in the mouth, 
stroking the genitals, rubbing the 
gluteal region, a formed stool pass- 
ing through the anus are all sources 
of sexual pleasure. Later the child 
begins to become interested in per- 
sons around him, first in those of his 
own sex, on account of the similari- 
ties of the bodies. Then there is a 
latent period, from the fourth year to 
puberty. During this period the 
homosexual libido is sublimated in 
friendships, games, clubs and other 
social activities of the same sex. At 
the same time, the scattered love- 
charges of the whole body slowly 
gather around the genitals. When 
this period is over, the intensified 
love impulse is directed to the object 
of the opposite sex. As_ these 


changes occur, the previous stages 
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are not destroyed, but remain sup- 
pressed in the unconsicous from 
where they can emerge again in cer- 
tain conditions. Now, if the hetero- 
sexual object is attainable, all is well. 
Trouble starts only when this normal 
course is blocked by real or psychic 
barriers. Even then there -are still 
left several solutions. The most 
desirable one is sublimation. This 
consists in plunging ones self com- 
pletely into religion, science or some 
movement for the betterment of the 
race. I have personal knowledge of 
hundreds of normal young men who 
were free from libido for many years. 
They belonged to two extremes: 
some were mystic Talmudists, the 
others, atheistic social-revolutionists. 
It is obvious that this solution can be 
utilized by comparatively few; 
saints, philosophers and _ idealists. 
The ordinary person must find other 
means. One is symbolization. A 
symbol in this case is a substitute 
for a missing beloved object. A little 
boy is anxious to ride a pony. If he 
cannot get it, a broom-stick serves 
the same purpose. An old maid 
craves a child and derives satis- 
faction from bringing up a cat and 
fighting vivisection. We find the in- 
fluence of symbolism everywhere: in 
the myths and beliefs, arts and plays, 
dreams and rituals of all races and 
of all ages. And the ability of the 
mind to creat and make us symbols 
has been of great value to civiliza- 
tion. 

Those whose libido is not satisfied 
by symbolization make use of the 
repressed but still existing inclina- 
tions toward homosexuality. This re- 
gression normally lasts only as long 
as he or she is deprived of hetero- 
sexual life. As soon as the hetero- 
sexual object becomes available, nar- 
cissism and homosexuality are no 
longer able to satisfy the libido. But 
as is frequently the case with somatic 
organs, here also a fixation or an 
arrest in the development may occur 
in any one of the above-mentioned 
stages. This is caused by some 


psychic trauma as. rape, witnessing 
the sexual act, etc. 


Such a fixation 
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would result in a disposition towards 
narcissism or homosexuality in the 
later life of the individual. Depend- 
ing upon the degree of fixation, the 
regression may vary from a mere 
preference to an absolute need. The 
effect of the regression upon the per- 
sonality and behavior of the indi- 
vidual is also variable. Some are 
entirely indifferent and no conflict 
takes place in their ego. Others are 
markedly affected by their inability 
to perform the normal sexual act and 
suffer much from an “inferiority com- 
plex.” To overcome this sense of 
inferiority, the homosexual will dis- 
play proud, arrogant and selfish char- 
acteristics in his behavior. If the 
patient is not able to keep up the 
fight and yields to his perverse crav- 
ings, his behavior is characterized 
by a slouchy carriage and indiffer- 
ence to public opinion. The first 
type may terminate in paranoia, the 
second in dementia precox. Between 
these two extremes are found a mul- 
titude of cases of psychoneurotics of 
various degrees, and whose peculiar 
behavior betrays their true ego. To 
these classes belong most of the anti- 
vice crusaders, violent opponents of 
modern art and literature, self-ap- 
pointed defenders of “pure woman- 
hood,” negro lynchers, Jew-baiters, 
heretic burners, war-makers, prize- 
fight enthusiasts and a host of other 
torturers or sufferers by choice. 

That cruelty and the sight of 
blood are powerful aphrodisiacs was 
known long before Frued. Nor is 
sadism an exclusive human weakness. 
Impotent monkeys and even some 
lower animals use torture as a sexual 
excitement. Freud, however, has 
proven by psychoanalysis that practi- 
cally every cruel act is motivated by 
some sexual complex. To fully ap- 
preciate the value of this discovery 
to the student of anthropology, one 
must read Frazer’s works on Folk- 
lore and Freud’s book, “Totem and 
Taboo.” I can only mention here a 
few significant facts: The religious 
festivals of the ancients would start 
with human sacrifices and end with 
sexual orgies. Similar celebrations 
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are still common among present-day 
cannibals. Maybe that is why the 
commandment, “Thou shalt not com- 
mit adultery” follows “Thou shalt not 
kill.” As people advance in civiliza- 
tion, their cruel inclinations are tamed 
by sublimation; instead of human 
sacrifices their thirst for blood is 
satiated by killing oxen and lambs. 
When a higher stage is- reached, wine 
and bread take the place of blood 
and flesh. But every now and then 
a regression takes place and human 
sacrifices are again resorted, though 
under a different designation. This 
time it is the Moor, the Jew or the 
heretic that feeds the flames of -fag- 
gots and of sexual passion. In our 
own days when roasting heretics is 
out of style, we get a thrill by burn- 
ing negroes or killing Germans. 

Of course, such explanations are 
very painful to certain religious and 
romantic souls. And to defend them- 
selves against this psychic suffering, 
they attack Freud. And they may be 
perfectly honest in their opinion, be- 
cause they really are unable to under- 
stand him. The conscious censor 
takes care of that. To them it is 
more pleasing to believe that the 
burning of heretics was meant for 
the victims’ own good, and that the 
war was fought for altruistic reasons. 
Even Freud will admit that these 
good souls are honest in their pro- 
testations. But to the impartial and 
the emancipated mind, the traditional 
explanations are inadequate. To be- 
lieve that the glory of a merciful God 
will be augmented by the burning of 
his children, or that humanity will 
be purified by shoving bayonets into 
the hearts of fellowmen, may be 
delicious but it is not rational. Freud’s 
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theories on the other hand are ex- 
tremely unpleasant, but they do offer 
adequate explanations. Furthermore, 
they have been verified repeatedly 
by psychoanalysts. And one who is 
not afraid to give up fanciful ideas 
for rational theories, will derive from 
this modern philosophy sufficient en- 
joyment to compensate him for the 
feeling of mortification caused by a 
superficial acquaintance with Freud- 
ianism. Upon a deeper study of this 
new psychology his outlook upon life 
will widen, his mental horizon 
broaden. Instead of dividing man- 
kind into whites and blacks, Christian 
and heathen, good and bad, he will 
learn to regard humanity as one big 
family consisting of children of dif- 
ferent ages, strength and ability; all 
of them handicapped in various de- 
grees, some less, others, little or none 
at all; and some from sheer exhaus- 
tion falling down to a lower level 
either to try again or overcome by 
despair to remain fallen. Such a 
philosophy of life frees one of im- 
patience with his weaker fellow-men. 
It stimulates optimism and encour- 
ages one in his endeavors in behalf 
of progress. Darwin’s service to hu- 
manity as a whole was indefinitely 
greater than his achievements for 
biology. Freud’s contribution to 
civilization is of infinitely higher 
value than his aid to psychopatholo- 
gists. Both Darwin and Freud have 
helped the mind materially to liberate 
itself from the shackles put upon it 
by fear, ignorance and prejudice. 


Darwin discovered the descent of 
man. 


Freud discovered that there was no 
indecent man. 


NON-SURGICAL BILIARY DRAINAGE 


By ELLIOTT C. PRENTISS, 


In this paper I will report observa- 
tions made on cases of biliary infec- 
tion by means of the method known 
as non-surgical biliary drainage. It 


M. S., M. D., El Paso, Texas. 


is not intended as a systematic treat- 
ise on the subject. In this method a 
small duodenal tube is used which has 
a perforated metal tip on the end of 


(*Read at the Fifth Annual Meeting, Southwestern Division, American Association for 
ts py Rivaldo of Science, in El Paso, Texas, May 5, 6, 7, 1924. Also before the El 
Paso County Medical Society, May 19, 1924.) 
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it. This is swallowed and the tip is 
allowed to pass into the duodenum. 
Then a solution is used that relaxes 
the sphincter of Oddi, and drainage 
is accomplished by means of suction. 
My methods and opinions differ in 
some respects from those of others, 
but I will not take your time in trying 
to correlate them. 


Several tips have been used. The 
Einhorn tip, being rather light, took 
a long time to enter the duodenum. 
The Rehfuss tip, which was a little 
heavier and passed sooner, came into 
general use. The tips now being 
used most are those of Lyons and 
Palefski. These are heavier and pass 
the pylorus more quickly than the 
Rehfuss tip. 

In using this method it is necessary 
for the patient to lie on the right 
side for a considerable time without 
change of position, and on this ac- 
count it is advisable that the bladder 
be emptied before the insertion of 
the tube. The patient should come 
to the office in the morning with 
nothing in the stomach, unless you 
should have something definite in 
view by changing this factor. 


I generally have the patient gargle 
with a solution of novocaine in order 
to diminish discomfort in the throat. 
The tip is placed in the back of the 
mouth, and the patient is directed to 
swallow it while drinking a glass of 
water. The tube is inserted only to 
the 50 cm. mark. You will remember 
that the average distance from the 
teeth to the cardia is:40 cm. At 75 
cm. the tip should be near the end of 
the duodenum. These measurements 
vary somewhat with the height of the 
individual. With tall patients a 
greater length of tube must be used. 


After the tube has been swallowed 
the patient lies on his right side, and 
then it is gradually introduced to the 
65 cm. mark. Unless the patient be 
unusually tall this will permit the tip 
to enter the duodenum, at which 


time bile may be obtained by suction. 
We must not be misled by bile that 
has regurgitated into the stomach. 
After some experience, by using care, 
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we can usually readily tell when the 
tip is in position. 

When there is no pylorospasm or 
mechanical obstruction of the pylorus, 
the tip generally passes in about 
fifteen minutes. The Einhorn and 
Rehfuss tips take considerably longer. 

When pylorospasm is present, 1-50 
grain of atropine will sometimes 
hasten the passage of the tip, as will 
also a glass of hot water. 

There are a number of factors that 
seem to delay the passage of the tip 
into the duodenum, by producing 
pylorospasm. Frequently when this 
exists, water seems to pass readily 
out of the stomach, but the tip, as a 
foreign body, will not. 

Nervous influences are of consid- 
erable importance. If the patient be 
worried, or is nervous, or has just 
had something disagreeable happen, 
the tube frequently cannot be made 
to pass at all. 

When the patient has much sore- 
ness in the gall-bladder region with 
adhesions, frequently sufficient 
pylorospasm will result to greatly 
delay the passage of the tip, or even 
prevent it. Under treatment, as. the 
patient improves, the above men- 
tioned pylorospasm should gradually 
diminish and allow the tip to pass 
more quickly. This is what occurs 
in clinical work, and I have noticed 
it repeatedly. 

A few notes on anatomy and 
physiology are advisable in view of 
what follows. In embryology the 
growth of the gall-bladder is like 
that of a diverticulum, or a modified 
bile duct. Its capacity is only about 
30 ¢. c., or 5% of the total output of 
bile in twenty-four hours, which is 
from 500 to 1100 c. c. It has a 
scanty musculature of poor contract- 
ile power. McCaskey (1) states that 
the muscle of the gall-bladder is 
capable of at least partially emptying 
that organ. Alvarez (2) believes 
that the emptying of the gall-bladder 
is due to pressure in the common duct 
being lowered by relaxation of the 
sphincter at the duodonal end. The 
sphincter of Oddi has muscle fibers 
both in and around it. Authorities 
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state the pressure necessary to over- 
come it at from several hundred to 
675 m. m. of water. 

When the tip is in proper position 
in the duodenum it is advisable to 
insert a solution that when it comes 
in contact with the papilla duodenalis 
will relax the contraction of the 
sphincter, thus permitting the bile to 
flow freely into the duodenum. The 
one that seems to have the greatest 
effect is a 25% watery solution of 
magnesium sulphate. Hollander (3) 
states that a solution of peptone will 
have the same result without the un- 
desirable laxative effect. 

I have noted sometimes that when 
the bile has apparently ceased to 
flow following the use of magnesium 
sulphate, the taking of a glass or two 
of hot water into the stomach will 
cause it to begin again. 

I believe that the sphincter of Oddi 
is more susceptible to nervous influ- 
ences than is the pylorus. In some 
cases under nervous influences the 
bile would only flow very slightly or 
intermittently, when I knew that the 
tip was in the proper position. At 
certain times solutions used to relax 
the sphincter would have only very 
slight, or even no, effect. 

It is generally recommended to in- 
sert the solution directly into ‘the 
duodenum through the tube. I fre- 
quently have the patient drink the 
solution. This is slightly disagree- 
able, but I believe usually gives a 
more certain and satisfactory result. 
I then wait ten minutes before mak- 
ing the first suction, and then suck 
only 20 c. c. at a time. The solution 
readily passes into the duodenum. 

It is usually recommended to use 
80 c. c. of a 25% solution of magne- 
sium sulphate. Lately I have gener- 
ally used only 25 c. c. at the first 
time. This is frequently all that is 
needed. If the flow of bile ceases 
before I think drainage is completed, 
I repeat the same amount of the 
solution. In this way less catharsis 


is produced, and I feel that the drain- 
age is more complete. 

Sometimes when drainage has stop- 
ped before it is apparently completed, 
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the taking of a glass of hot water 
will relax the sphincter and permit 
it to begin again. 

It is generally recommended to 
suck out the bile that collects every 
five minutes. 1} have varied this by 
using more or less continuous suc- 
tion, on the basis that a minus pres- 
sure should help to overcome a 
tendency to closure by the sphincter, 
or make its opening more complete. 
This has been borne out by the re- 
sults, as I have carefully watched 
the effects of the two methods. 

I might mention two points of in- 
terest here. I use the Lyons tip. This 
is elongated, has a round hole in the 
end and four logitudinal slits. It is 
difficult for the mucous membrane to 
stop up all of these holes. The 
Palefski tip, on the other hand, is 
round and has only two round holes 
on opposite sides. These become 
readily closed by the mucous mem- 
brane when suction is used, conse- 
quently the results of suction are not 
satisfactory, and it is easy to use 
enough force to injure the delicate 
tissues. 

The syringe I use is a rather long 
narrow one, with a rubber plunger, 
that holds two ounces. The bile acts 
as a lubricant to the plunger, and it 
is easy to avoid using much force 
when the pull on the handle is re- 
leased. I leave 20 c. c. of air space 
in the syringe to reduce the force of 
suction. 

In my experience it does not re- 
quire very much suction when con- 
stantly applied, to relax the sphincter. 
Several hundred to 675 mm. of water 
pressure are not a great deal to over- 
come. 

_Care must be used to avoid suffi- 
cient force to injure. I have never 
caused any bleeding, and have never 
had any reason to think that this 
method has injured the patient. 

Sometimes after constant slight 
suction there will be a sudden spurt 
of bile, after which, on several oc- 
casions, as much as an ounce and a 
half or two ounces have been rapidly 
withdrawn. 

In doing a drainage I use suction 
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every five minutes, noting at the end 
of each interval the amount and 
description of the bile, making the 
suction continuous, except for the 
time required to empty the syringe 
and make notes. 

When there is no’ spasm of the 
pylorus or sphincter of Oddi and the 
bile flows well, the whole procedure 
takes about two or two and a half 
hours. When there is spasm of the 
pylorus or sphincter of Oddi the time 
required is, of course, lengthened. 

Observation of the bile obtained 
is of both interest and value. After 
drainage is completed about 5 to 7 
c. c. may be withdrawn every five 
minutes if the sphincter remains open. 
This evidently represents the rate of 
formation of bile and _ pancreatic 
juice, as both are sucked out at the 
same time. Any amount above this 
is evidently the withdrawal of bile 
already in the liver and gall-bladder. 

Normal bile is of a sparkling golden 
color, and is clear. Any departure 
from this is abnormal, and represents 
altered physiology of some kind. It 
has not been demonstrated that a 
solution of magnesium sulphate, as 
used in this method, can alter the 
character of bile. Normal bile may 
be obtained from pathological cases, 
but the converse probably does not 
hold true. 

In treating cases of liver infection, 
soon after drainage begins it is cus- 
tomary to get a rather thick, very 
muddy and opaque bile, which is yel- 
low, rather than a golden color. This 
frequently contains a great deal of 
mucus. Sometimes this will turn 
green quickly after being removed; 
at other times this will occur only 
after several hours. Sometimes the 
bile, whether muddy or otherwise, is 
definitely greenish when it is re- 
moved. 


I have frequently noted, during the 
process of drainage, that there will 
be intervals during which the bile 
seems to be normal (this alternating 
with muddy bile. I believe that the 
explanation of this is that there is 
slight or decided stasis in some of the 
liver ducts, and none in others. In 
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such cases I have obtained as much 
as four ounces of muddy bile from a 
patient, when I did not suspect more 
than a slight enlargement of the gall- 
bladder; all of this muddy bile prob- 
ably did not come from that organ. 

The work that has been done dur- 
ing the past few years has demon- 
strated that stasis of bile in the liver 
ducts is of more importance than it 
was formerly thought to be. 

A number of physicians doubt the 
possibility of emptying the gall-blad- 
der, or nearly so, by this method. I 
believe that it is not only possible, 
but that it is generally done, when 
the drainge has been apparently sat- 
isfactory. I have seen several in- 
stances in which I was positive that 
the gall gladder had been emptied, 
and will cite one. 

This lady had been ill for some 
years with various abdominal affec- 
tions. On examination, she had 
definite evidence of infection in the 
gall bladder and liver, with adhesions 
in the region of the gall-bladder 
and duodenum. The x-ray showed a 
faint shadow in the region of the gall- 
bladder but no stones, and the duo- 
denum when full showed a slight 
concavity just in the region of the 
gall-bladder, where that organ was 
evidently pressing on it. It was evi- 
dent that the gall bladder was mod- 
erately dilated. The first two drain- 
ages were not perfectly satisfactory, 
owing to pylorospasm and spasm of 
the sphincter of Oddi. The third one 
progressed satisfactorily. After the 
muddy bile had begun to flow, on 
using gradual suction, I was able to 
rapidly obtain about two ounces of a 
colorless, slightly gelatinous fluid, 
that quickly began to turn a light 
green. In a half hour it turned to a 
marked green color. That was about 
the amount we had estimated the 
gall-bladder in this case held. When 
bile is retained for a considerable 
time in the gall-bladder coloring 
matter and water are absorbed and 
mucus is secreted. This corresponds 
with the fluid obtained. It did not 
come from the stomach, as that had 
been emptied. The rapid change in 
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color suggested a content of coloring 
matter that was capable of rapid 
oxidation. After this fluid had all 
been sucked out, the muddy bile 
again appeared. 

The method of biliary drainage is 
of course only one part of the treat- 
ment of these cases. It has its effect 
in two ways; by the removal of stag- 
nant, decomposed bile with conse- 
quent probable improvement of bile 
formation, and by removal of exces- 
sive numbers of bacteria, which tends 
to diminish existing infection. These 
factors obtain to a greater or less 
extent, practically no matter what is 
the cause of the infection. It has 
been shown experimentally that bac- 
teria introduced into the liver and 
gall-bladder through the portal circu- 
lation do not grow to any great ex- 
tent, when bile is formed in normal 
amounts and there is no stasis. 

In some of these cases adhesions 
no doubt interfere in varying degrees 
with the onward flow of bile. An- 
other factor is that in cases of biliary 
infection bile is formed in subnormal 
amounts, and is sometimes thicker 
than normal, both of which factors 
would tend towards stasis. 

A few years ago these cases were 
referred to as cholecystitis. It is evi- 
dent that in many, or most. of them, 
the gall-bladder infection is only a 
part of the trouble. Any diagnosis 
that does not give serious considera- 
tion to infection of the liver ducts, 
does not go far enough. 

If we can by means of this method, 
and whenever we wish to do so, drain 
all of the bile out of the liver ducts 
and gall-bladder, we have a means at 
hand of improving or curing a condi- 
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tion, against which formerly we 
were peculiarly helpless. Of course, 
when gall-stones are present, they 
should be removed by operating, but 
even in these cases, when operation 
had been refused, I have seen decided 
improvement result. 

What is accomplished by surgical 
drainage in thees cases? Stagnant 
bile is removed from the gall-bladder, 
when that organ is not excised, and 
then by means of a tube; left in the 
gall-bladder, drainage of bile may be 
secured for a considerable time, if 
desired. This of course gives good 
drainage. When the tube is removed, 
and the patient has recovered from 
the operation, drainage frequently is 
no better than it was before. 

We all of us know that the 
surgical results in these cases are 
sometimes very unsatisfactory, and 
the explanation probably is not only 
the leaving in of an infected gali 
bladder, but the continuing of the 
infection of the biliary ducts. 

The conclusion drawn from this is 
that these patients should have very 
careful post-operative attention, and 
that the operation should be consid- 
ered only the beginning of treatment. 

The results of treatment in these 
cases are frequently very good, and 
in many of them, surprisingly so. I 
have seen considerable improvement, 
or even cure, in some cases in which I 
felt that operation offered the only 
probability of relief. 
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WHAT SHALL THE INDUSTRIAL 


SURGEON OF THE SOUTHWEST 


REGARD AS “TRAUMATIC HERNIA” 
F. T. HOGELAND, M. D., Cananea, Sonora, Mexico 


Traumatic Hernia, as the name im- 
plies, is a hernia actually produced 
by trauma; or, to be explicit, an 
external force exerted upon the tis- 


sues and injuring them to the extent 
that the abdominal contents protrude. 

Statistics show us that this is an 
exceedingly rare condition; person- 


(*Presented to the Tenth Annual Meeting of the Medical and Surgical Association of the 
Southwest, at Phoenix, Ariz., November 6-8, 1924, as a part of the report of the special 
committee on Industrial and Traumatic Hernia. (See editorial section for this report.) 
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ally, I have seen but one case in my 
experience, when a miner was 
crushed by a large mass of rock, a 
corner of the rock penetrating the 
left inguinal region and the intes- 
tines being forced through the open- 
ing in the abdominal wall by the 
weight of the rock upon his body. 
He was dead when I saw him, so 
that compensation for his hernia, per 
se, did not interest me, and I do not 
believe that we, as industrial sur- 
geons are particularly interested in 
true traumatic hernia. What we are 
interested in, and what we really 
want to discuss is, occupational her- 
nia, or a hernia that occurs incident 
to, but in no case directly due to, 
one’s occupation. It is the. hernia 
which the French style as a “hernia 
of effort,” and, in my opinion, is 
due in every case to an abnormality 
of the anatomical structures making 
up the inguinal canal, the tissue sur- 
rounding it or a combination of both; 
most commonly, to the existence of 
a potential*hernia, which exists from 
birth and has a pre-formed sac. 

In order to illustrate these points 
clinically I will briefly outline three 
cases actually encountered in my in- 
dustrial work. 

CASE 1 

J. M. Case No. 14997. American male 
29 years of age, a swing foreman, Elisa 
Mine, appeared August 18th, 1924, stating 
that on August 10th, 1924, he was helping 
a car man cage cars and felt a stinging, 
stretching pain in his left side. Diagnosis: 
direct left inguinal hernia. Interned, and 
at operation the following day, we found 
the musculature weak and' frayed out, there 
being no well defined sac. The outer border 
of the rectus muscle was sutured to Poupart’s 
ligament. Uneventful recovery. 

This case illustrates the weakness 
or abnormality: of anatomical struc- 
tures. 

CASE 2— 

B. M. Case No. 12402. Mexican, male, 
89 years of age, motorman Capote No. 2 
Mine, appeared July 9th, 1923, stating 
that the day previous he was lifting a car 
and “the hernia came down.” Diagnosis: 
indirect left inguinal hernia. Interned July 


10th and at operation next day we found 
a very small sac to which the vas deferens 
was adherent posteriorly necessitating dry 
gauze dissection to separate it. 
modified Bassinni operation. 
covery. 


Classical 
Uneventful re- 
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This case illustrates the preformed 
sac; otherwise it would not have been 
adherent to the vas. 


CASE 3 


P. B. Case No. 14782. Mexican, male, 
30 years of age, timberman Oversight Mine, 
appeared July 5th, 1924, stating that on 
June 30th, 1924, he “was lifting a heavy 
timber and felt a burning pain in the groin.” 
Diagnosis: Left indirect inguinal hernia. At 
operation two days later we found a very 
much thickened sac the size of a Bartlett 
pear, the neck of which showed a hard 
thickened ring where it had ‘“see-sawed” 
through the internal ring for several years 
at least. The sac was adherent to the vas 
deferens posteriorly. Uneventful recovery. 
This man had evaded physical examination 
up to this time which accounts for the fact 
that we had not discovered his hernia which 
no doubt had existed for years. 

This illustrates an advanced stage 
of the preformed sac plus a willful 
effort to make the employer respon- 
sible. 

These defects in an_ individual 
workman are certainly not the fault 
of his employer, nor are they the 
fault of the individual himself, who 
is the sufferer and who loses, tem- 
porarily, his means of earning a live- 
lihood. 

The human body is the most won- 
derful and most perfect machine ever 
invented and manufactured when it 
is perfect; but, unfortunately, the 
original model has been greatly 
changed, having been turned out by 
so many different factories, some of 
which, owing to a changed environ- 
ment, mode of living, disease, etc., 
have produced not the original 
model, but a very inferior type of 
machine, and I think the individual 
with the anatomical defects and the 
potential hernia is an example of this 
inferior type; and herein lies the 
fault. 

If we agree that the employer is 
not at fault in the matter, he cer- 
tainly should not be obliged, legally 
or morally, to compensate the unfor- 
tunate workman who acquires a her- 
nia of this type. Nevertheless, these 
hernias accur in industry and consti- 
tute the problem we are called upon 
to solve. We must face the situation 
fairly and squarely and definitely de- 
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termine just what we are to do in 
the future. 

It seems to me that the physical 
examination of all old as well as 
new employes, is the means to the 
end and, I would say at this point 
that if a careful and rigid physical 
examination of employes is not rou- 
tine practice in all the industrial con- 
cerns in our territory, it should im- 
mediately be made so. 

By a physical examination we can 
determine existing hernias, and if 
found in an old employe, we can in- 
sist upon operation for repair or his 
dismissal; if found in an applicant 
for employment, we can refuse to 
employ him or at least demand sur- 
gical repair of the hernia, before he 
is allowed to go to work. We can- 
not, however, determine a potential 
hernia, nor a predisposition to hernia 
due to weakness or abnormalities of 
anatomical structures; therefore, we 
would have to allow these individuals 
to go to work; but, if they developed 
an occupational hernia, we would be 
obliged to repair it surgically, paying 
the workman one-half pay during 
the period of his disability, but no 
compensation, unless the repair was 
unsatisfacotry and the hernia repeat- 
edly recurred. 

If the workman refused surgical 
repair, he should have no redress, 
unless his refusal was justified, based 
upon the fact that he was suffering 
from some intercurrent disease, 
which, if the physical examination 
had been thorough, should have been 
discovered previous to his employ- 
ment and the applicant disqualified. 

SUMMARY 

1. True traumatic hernia should 
be compensated. 

2. Occupational hernia should not 
be compensated, excepting in cases 
of repeated recurrence, but should 
be surgically repaired at the expense 
of the employer, with payment of 
one-half pay during period of dis- 
ability. 

3. Physical examination must be 
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rigidly and painstakingly carried out; 
it is the key to the situation. 

4. Forget the word “traumatic” 
and use “occupational” in speaking 
of hernia in industry. 


It is recommended that a commit- 
tee be appointed from members of 
our Association and supported moral- 
ly and financially, to institute a cam- 
paign to revise the compensation 
laws in the states in our territory 
along the above lines, with a view 
to giving both the workman and the 
capitalist a fair deal; and with such 
a mutual understanding incorporated 
in the law that the innumerable law 
suits, with the accompanying useless 
expense to both sides will be perma- 
nently done away with. 


In closing, I want to quote the sec- 
tion of the Compensation Law of 
the State of Sonora, Mexico, govern- 
ing hernia. 

27: 

“In case of hernia, the operative must 
plainly prove that the injury is of recent 
origin, that its appearance was accompan- 
ied by pain, and that it was immediately pre- 
ceded by some extraordinary physical effort 
made in the execution of his employment 
or labor. This being proven, the employer 
shall have the obligation of furnishing him 
with hospital and medicines, if needed, and 
medical attention, and of providing for an 
operation for the cure of the hernia, if 
the patient elects to have such operation, 
either in the Hospital of the employer or 
in another of the employer’s choosing and 
likewise of paying him an indemnity equal 
to 50 per cent of his average weekly earn- 
ings for a period not exceeding four weeks. 
In case the operative elects not to be so 
operated, then the employer shall have no 
further responsibility in the matter. If the 
death of the operative should result from 
the operation, or from strangulation result- 
ing from failure on the part of the operative 
to undergo the operation, the employer shall 
not be obliged to pay any indemnity for 
the same.” 

Note: 


A “working week” consists of six 
days. 

Maximum weekly earnings con- 
sidered under the law in computing 
indemnities is thirty pesos O. N., or 
approximately fifteen dollars U. S. 
currency. 
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A STEP TOWARDS THE PROLONGATION OF LIFE* 
A. W. VANNEMAN, M. D. 


Science assures us that the human 
body is easily capable of lasting one 
hundred and fifty years. In striking 
contrast to this is the cold, statistical 
fact that in all history there have not 
been a score of authenticated cases 
that have reached one hundred and 
fifty years. 

In seeking the cause of this ap- 
palling discrepancy between the age 
that we are capable of attaining and 
the age that we really attain we 
find that more than fifty percent of 
human deaths are due, either direct- 
ly or indirectly, to digestive troubles. 
It behooves us, therefore, to consider 
seriously this digestive proposition 
and endeavor to discover wherein er- 
rors are committed and in what way 
these errors may be corrected, with 
the hope of doing our bit towards 
consummating that highest desire of 
the human race—the desire to live 
long, happily and usefully. 

It will not be amiss to review a 
little of our ancient physiology. 

Briefly stated, the digestive tract 
is made up of several stations con- 
nected by tubes and gateways, each 
of which stations has its particular 
part to perform in the digestive pro- 
gram. The mouth first receives the 
food and, by mastication, reduces it 
to a _semi-liquid pulp intimately 
mixed with saliva, which changes the 
starches into malt sugar, and gives 
emolliency that is necessary for its 
passage to the stomach. The insaliva- 
tion of the food tunes the stomach 
so that it is ready to receive it. By 
means of the hydrochloric acid, pep- 
sin and rennet of its gastric juice 
the stomach attends to digestion of 
the proteid, or albuminous part of 
the food. 

Normally it requires about three 
hours for gastric digestion to be com- 
pleted. The food is then passed, in 
an acid condition, into the duodenum 
or first part of the intestinal tract, 
where it is rendered alkaline, has its 


starches and proteids further di- 
gested, its fats emulsified and _ its 
sugar and salts split up so that they 
may be absorbed. These intestinal 
changes take place through the ac- 
tion of bile from the liver and pan- 
creatic juice from the pancreas and 
erepsin and enterokinase from the 
walls of the intestine. 

Absorption is begun in the stom- 
ach, but is principally accomplished 
in the small intestine and somewhat 
in the large intestine. From four 
to seven hours are required for in- 
testinal absorption and_ digestion. 
Each of these digestive steps is es- 
sential and anything that interferes 
with any of them opens a way to 
discomfort and disease. Interference 
is repeatedly and habitually commit- 
ted; indeed, it may be said that a 
strict observance of biological living 
is so rare that few know of it and 
fewer still would practice it were 
it known to them. Like every other 
road to high attainment, the way is 
straight, exceedingly narrow, and de- 
mands much sacrifice of him who es- 
says to travel it. 

Food serves two purposes—to 
build up the body and keep it built 
up, and to supply heat and energy. 
It may be classified as: 

1. Proteid, represented by meat, 
eggs, nuts, and the gluten of starch. 
These substances build and repair. 

2. Carbohydrates, consisting of 
starches and sugars, which, together 
with, 

3. Fats, supply heat and energy to 
the body. 

4. Water, which acts as a diluent 
and menstruum for the others. 

5. Vitamines, which are formed by 
the action of sunlight on the chloro- 
phyll of plants and also appear in 
raw meats and milk, and serve as 
activating agents. 

In order that food may be properly 
utilized certain conditions must be 
observed. Apart from the selection 
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of the kind, due regard must be 
given to the quantity, variety, tem- 
perature, frequency and the mental 
and physical condition of the person 
consuming it. As a rule, the quantity 
consumed is in excess of the amount 
required to keep the body and mind 
in a state of efficiency. No fixed 
rules can be given, since the amount 
one eats depends upon the personal 
equation, age, weight, character of 
employment, etc. There are cogent 
reasons for the two-meal-a-day sys- 
tem, but the American three meals 
seems more popular with us. Inas- 
much as from five to seven hours are 
necessary for the completion of the 
digestive process, it is reasonable to 
assume that at least five, or better, 
seven hours, should elapse between 
meals. The habit of “piecing” is a 
pernicious one and will ruin~ any 
stomach if persisted in. 

Variety, up to a certain point, 
quickens the appetite; but the ten- 
dency of the modern table is to ex- 
aggerate it. A full course meal has 
enough fish for the seven stomachs 
of a whale, herbs and grains to sat- 
isfy the four stomachs of a cow, nuts 
and fruits sufficient for a monkey, 
and meat to appease the appetite of 
a ravenous bulldog. A variety suffi- 
cient to fill the physiological require- 
ment ought to be enough. 

It has been demonstrated that di- 
gestion does not properly proceed un- 
less the temperature of the food is 
at or near the bodily temperature; 
also, that it is seriously retarded by 
fatigue, and the emotions, like worry, 
anger, fear, grief, etc. 

Along with foods, or separately, 
many poisons get into the digestive 
tract. Some are taken knowingly 
and many get in innocently. The 
most common ones are tea, coffee, 
tobacco, liquor, the condiments, mi- 
crobes of all kinds, and spoiled foods. 
Were it not that our bodies are sup- 
plied with a very competent system 
of defense, life would be impossible. 
The blood that carries nourishment 
to, and effete matter from, all our 
tissues, is supplied with elements that 
are constantly attacking and destroy- 
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ing or neutralizing bacteria and bac- 
terial poisons and other deleterious 
substances that happen to get into 
the circulation. If the blood defend- 
ers become overtaxed our resistance 
is gone and we die from blood poison- 
ing. The most important line of de- 
fense is offered by the liver, which is 
able to destroy almost any poison 
that comes to it unless the amount is 
overwhelming. Even _ rattlesnake 
venom may be swallowed with im- 
punity if there are no breaks in the 
mucous membrane of the digestive 
tract before it reaches the liver. One 
with bad teeth or ulceration of mouth 
or stomach would place his life in 
jeopardy in sucking the poison from 
a snake bit wound; otherwise it is a 
safe and proper procedure. 

The versatile liver aids in con- 
cluding digestion as well as removing 
anything from the food that is harm- 
ful. It also will hold onto poisonous 
substances until they become harm- 
less unless they are too strong for it 
to handle. It removes nicotine from 
tobacco, caffeine from coffee, theo- 
bromine from chocolate, and detoxi- 
cates and neutralizes the _ indols, 
skatols and other poisons of putre- 
faction that occur in the bowels, and 
which otherwise would cause pto- 
maine poisoning. 

The kidneys, thyroid gland, skin, 
gastric juice, and lungs also have a 
part to play in defending our bodies, 
a part which they do well unless 
they are overcome by the amount or 
virulency of microbe or other poison. 
The part that diet plays has been 
well worked out so that any candi- 
date for a hundred and fifty years 
of existence may easily formulate a 
method. 

The program of one who practices 
biological living is somewhat as fol- 
lows: 

At six a. m. he rises and imme- 
diately, while still warm from his 
bed, takes a cold shower or plunge 
bath, which in ten seconds sends his 
blood hurtling through his body, 
awakening every tissue to activity. A 
warm bath would do just the oppo- 
site. After a brisk rub he takes his 
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daily dozen or other playful exercise. 
A phonograph record has no advan- 
tage over an axe or a washboard. 
A glass of cool water taken suffi- 
cient time before brekfast for the re- 
action from the cold to take place, 
prepares his stomach for the break- 
fast which he approaches with a se- 
rene mind and a good appetite. The 
cereal he masticates thoroughly, 
Fletcherizing each mouthful by twen- 
ty-three chews, which insures thor- 
ough comminution and insalivation. 
No sugar or cream or other liquid is 
added to the cereal or taken in any 
way until the close of the meal. Sugar 
is not digested in the mouth or stom- 
ach and, for the most part, only 
serves to cause fermentation and dis- 
tress in the bowel. Liquids of any 
sort interfere with insalivation. The 
gluten of the cereal, or a soft boiled 
or poached egg, or a handful of nuts, 
provides him with all the protein that 
he needs. A ripe apple or other 
fruit furnishes him with sugar, water, 
and vitamine. The meal terminates 
with a glassful of whole milk, which 
he swallows slowly in order not to 
chill the stomach and also to permit 
its acid reaction to be somewhat 
neutralized. Scrupulous care is given 
to the freshness and purity of the 
milk, but it is never boiled or Pas- 
teurized. Pasteurization and boiling 
spoil the flavor, kill the vitamines 
and change the entire character of 
the milk, rendering useless, as a food, 
our most valuable food. Someone 
has said that if the ‘Creator intended 
that milk should be boiled or Pas- 
teurized, He would have added a 
double boiler to every woman’s 
breast. 


Following breakfast he follows 
some leisurely and agreeable occupa- 
tion for an hour before beginning the 
strenuous labor of the day. With 
equal care as regards his mental and 
physical condition, he goes to his 
other meals—not forgetting the glass 
of cool water an hour beforehand. 
Dinner consists of baked or raw veg- 
etables, fruits, nuts and milk. Supper 
is the lightest meal of all. Nothing 
is better than rice and fruit and 
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milk. Rice only requires one-third 
of the time for digestion that other 
cereals require. Three hours should 
elapse before he retires to bed. These 
three hours are best employed in 
agreeable pastime—the pleasant pas- 
time of agreeable companionship be- 
ing the best. The cares and troubles 
of the day are thrown aside and left 
on the dump until eight a. m. the fol- 
lowing day. Since our hero expects 
to spend some fifty years in sleep, he 
should go. to bed with nothing going 
on in his abdomen except undisturb- ° 
ing absorption and nothing in his 
head except a happy, sleepy feeling 
that assures eight hours of tranquil, 
blissful, dreamless sleep that rests 
and refits him for the demands of 
the next day. - 

Compare this simple, biological 
method that carries a man a hundred 
and fifty years, with the system, or 
lack of system, of our ordinary busi- 
ness man. From a restless bed he 
jumps into his clothing, scarcely tak- 
ing time to bathe his face and hands. 
He hurries to the table, where he is 
presented with a glass of ice water 
that inhibits both buccal and gastric 
digestion for at least half an hour. 
He covers his cereal with indigestible 
sugar, slops it with milk and gobbles 
it down with scarcely a pause for 
mastication and _ insalivation. He 
usually washes his mouthful down 
with narcotizing coffee that heaps 
work on kidney, liver, suprarenals, 
heart and nerves. He eats his hot 
cakes galvanized with indigestible 
grease from the briddle and adds a 
grease from the griddle and adds a 
which he floats the cakes. Following 
these he presents his already knocked 
out stomach with some armor plated 
fried ham and eggs and potatoes and 
terminates the combat with another 
cup of narcotic that contains no food 
value except the water that is in 
it; or gulps down another glass of 
ice water that freezes out whatever 
hope may be left in his poor stom- 
ach. He then lights a cigar that 


narcotizes and poisons every tissue in 
his body and rushes to his office and 
wonders why he cannot concentrate 
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his mind on his work, and why every- 
body and everything is wrong. It is 
needless to go through the rest of his 
day; suffice to say he lives on soups 
that stimulate, but do not nourish; 
meats that decompose and putrify, 
overload and poison heart, liver, kid- 
neys and ductless glands, and which 
muddy and pimple his complexion, 
and condiments and stimulants that 
may give transient satisfaction, but 
which in reality are just so many 
nails in his coffin which he makes 
for himself and which he may ex- 
pect to fill before half his allotted 
one hundred and fifty years are 
passed. 

The largeness of the question is 
only commensurate with its impor- 
tance. It should be the particular 
consideration of every parent. who 
has the best welfare of his children 
in mind; of school boards to whom is 
entrusted the future citizens of the 
land; of every man and woman who 
desires to live long, happily, health- 
fully and usefully; and of us of the 
medical profession to whom the pub- 
lic looks for guidance in such mat- 
ters. 
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Biological living would bring about 
a 50 percent reduction in living ex- 
penses, for one can easily live on two 
bits a day in a biological way; in 
civic expenses for crime, poverty, for 
mental and physical irregularities are 
largely due to trouble below the belt. 
Butchers would be succeeded by nut 
crackers, confectioners would turn 
fruit venders, coffee houses would 
change to dairy kitchens, and _ to- 
bacco counters would simply go out 
of business. There would be little 
need for druggists, for pains and 
aches would be largely historical; or 
for dentists, for there would be few 
teeth to pull or plug; or lawyers, for 
there would be few criminals; or doc- 
tors, if there were no cases of appen- 
dicitis and other abdominal disor- 
ders; or even for preachers, if a 
man’s liver would permit him to think 
of heaven instead of wondering what 
kind of pill he might try. It would 
practically do away with headaches, 
toothaches, heartaches, bellyaches, 
and panics, and tremendously in- 
crease happiness, prosperity, health- 
fulness, race development, human 
achievement, and length of years. 

Is it worth while? 


FOCAL INFECTION* 


H. A. INGALLS, M. D., F. A. C. S.; Surgeon New Mexico Military Institute; Member 
Visiting Staff, St. Mary’s Hospital, Roswell, New Mexico. 


While any portion of the body may 
serve as a site for focal infection, the 
tonsils, teeth, accessory sinuses, sem- 
inal vesicles, gastro-intestinal tract, 
and cervix uteri are more commonly 
the locations of the primary focus. 

The train of symptoms in a given 
case of focal infection vary with the 
susceptibility of the individual in his 
reaction to the systemic effect of the 
toxins absorbed from the focus. Often 
the site of the infection presents no 
symptoms per se and our attention is 
directed only to the manifest involve- 
ment of other tissues, so, unless we 
bear in mind the possibility of a 
focus, this may escape attention and 
result in damage to other structures 
at a later date. 


Reed and other investigators have 
found that in the epileptics and the 
insane the symptoms frequently dis- 
appear when the focus, or foci, of 
infection are located and removed. 

Bacteria free in the stomach have 
no apparent effect upon the gastric 
fluids, but when in the walls of this 
organ cause a lowering of the hydro- 
chloric acid content, giving rise to 
quite a train of- symptoms, and, for 
this reason, gastric analysis should be 
routine in physical examinations, es- 
pecially nervous cases. 

The various pathogenic organisms 
have a selective affinity for certain 
tissues of the body, and for this rea- 
son we find many pathologic expres- 
sions as appendicitis, otitis media, 
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cholecystitis, pyelonephritis, 
etc. 

Research has taught us that patho- 
genic organisms taken from the ton- 
sils of an individual subject to an 
acute condition, as appendicitis, 
when injected into a healthy animal 
will cause involvement of the appen- 
dix in that animal. We find the 
same results in genito-urinary infec- 
tions. 

The bacillus typhosus is often 
found in the urine but produces no 
symptoms, nor does it give rise to 
pathology in the urinary tract. On 
the other hand, it is frequently the 
cause of serious disease in the biliary 
tissues and has been found in cho- 
langitis and cholecystitis. 

The colon bacillus, spread through 
the lymphatics, is frequently found 
in diseased conditions of the genito- 
urinary tract, but may be only a sec- 
ondary invader. 

In addition to specific localization, 
the toxins produced in foci of infec- 
tion may cause a wide range of 
symptoms, such as loss of weight, im- 
paired mentality, insomnia, nervous- 
ness, subnormal temperature, pros- 
tration, irritability, epilepsy and in- 
sanity. 

In searching for infection we must 
bear in mind the fact that the foci 
of the green producing streptococci, 
so often found at the roots of teeth, 
do not give a shadow by x-ray. Our 
literature contains many reports of 
relief following extraction in which 
the x-ray, as well as minute examina- 
tion of teeth and gums, gave nega- 
tive results. 

Our ancient enemy, the spirochete, 
in tertiary state, often focalizes and 
for this reason we have a constant 
four plus Wassermann despite the 
most vigorous treatment continued 
over a period of years. As a nega- 
tive Wassermann does not exclude 
syphilis, the possible existence of this 
disease must be considered in all 
cases of obscure origin. 

Our friends of the dental profes- 
sion have called our attention to the 
possibilities of foci in small frag- 
ments of alveolar process and un- 
der crowns and fixed bridge work. 
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The marked improvement in cer- 
tain cases following appendectomy 
and cholecystectomy indicate that 
foci were eliminated by removal of 
these tissues. 

In focal infections the tolerance of 
the individual is an important factor. 
Some seem able to eliminate large 
amounts of toxins and continue in 
apparent perfect health, while others 
are prostrated by absorption from 
very small foci. This may, in a meas- 
ure, be due to the particular strain of 
the invading organism, as well as the 
resistance of the individual. From 
our study of lues we know that the 
infecting organisms, while having the 
same morphological characteristics, 
vary much in their production of sys- 
temic effect; one strain giving the 
typical picture of hard sore, syphi- 
lides and gummata, while others give 
us no symptoms of a primary or sec- 
ondary stage, and for the third stage 
produce lesions of skin, bone, cere- 
bro-spinal system, lung, stomach, 
liver or other tissue or organ; hence 
we conclude that the same may be 
considered true for other pathogenic 
organisms, and that any condition 
from malaise to insanity may be pro- 
duced. 

As each case is a law unto itself, 
and no one can know the end result, 
if neglected, it is necessary that we 
endeavor to locate the focus and 
eliminate it. To this end examina- 
tions should be conducted by our 
brethren of the specialties after we 
have completed our usual routine, 
and their reports carefully studied. 

In surgery and obstetrics serious 
results often follow, due solely to fo- 
cal infection by organisms thai have 
affinity for the particular field of our 
activity. The lowered resistance, 
due to the anesthetic or shocks, 
causes our patient to become an easy 
victim to infection. 

The recorded cases of puerperal 
infection in women passing through 
delivery without aid, where the va- 
gina was never touched from with- 
out, and the pus tubes in virgins, all 
warn us to be careful and to ascer- 
tain beyond doubt as to the physical 
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condition of our patient before ac- 
couchment or operation. 

Ulcer of the stomach or duodenum, 
when due to focal infection, will re- 
cur if the primary focus is not re- 
moved. Many recurrent cases of ul- 
cer have been completely relieved 
following appendectomy. 

Cases of urethritis with non-spe- 
cific purulent discharge resistant to 
local antiseptic, astringent, irriga- 
tions, have been relieved by tonsillec- 
tomy. 

Benjamin Rush, one hundred years 
ago, noted the relationship between 
tonsillitis and arthritis. Many .con- 
tributions have been made since then, 
yet the field is still open and many 
problems present from time to time 
so the present generation has much 
to do before this subject is on a 
sound scientific basis. 

In August 1900 we operated a case 
of general splanchnoptosis to relieve 
the patient from the intraabdominal 
dragging. The relief obtained was 
in part mechanical but we are now 
of the opinion that much of it was 
due to increased drainage, decreased 
congestion and: lessening of foci of 
infection. 

We recently lost a case of arthritis 
in which we were unable to locate 
the focus or foci. Autopsy was de- 
nied. As the case was of long stand- 
ing we conclude there were multiple 
foci. 

Another case first presented a car- 
buncle. The teeth, accessory sinuses, 
tonsils, prostate, seminal vesicles and 
gastro-intestinal tract were negative. 
The patient continued toxic and be- 
gan to lose in weight and strength. 
Various nervous symptoms presented. 
History of a slight soreness of the 
left tonsil some six months previously 
led to further investigation. The ton- 
sil was small and the pillars were 
firmly bound to the capsule, due 
probably to caustic applied for relief 
of a unilateral follicular tonsilitis. 
Separation of the pillars from the 
capsule permitted the escape of a 
small quantity of pus. Removal of 


the tonsil revealed a deep ulceration. 
The improvement was rapid, and pa- 
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tient is now to all intents and pur- 
poses normal. 

That apparently healthy teeth may 
be the factor is illustrated by another 
of our series. This case developed a 
toxic arthritis which was resistant 
to treatment. Both he and his family 
were averse to hospital life. The 
consulting dentist reported teeth and 
gums in most excellent condition. 
After several weeks of mistreatment 
the patient consented to hospitaliza- 
tion. The x-ray showed minute ab- 
scesses at the roots of five teeth. The 
removal of these teeth gave prompt 
relief. 

Unfortunately all cases are not 
typical. Less than 1% of cases ex- 
amined, where teeth were found in- 
fected, presented symptoms of sys- 
temic infection. In less than 15% 
of those with foci of infection was 
permanent relief given. This was 
doubtless due to the fact that multi- 
ple secondary foci had become pri- 
mary. 

The excellent work of Henry A. 
Cotton and his associates among the 
epileptics and the insane and the in- 
vestigations of Charles A. L. Reed 
should stimulate us to renewed ef- 
fort that we may, by the prompt re- 
lief of foci of infection, prevent un- 
necessary suffering, loss of time, 
maintenance of hospitals beyond the 
normal, and add to the wealth of 
the world by enabling more time for 
production and less for sickness. 

DISCUSSION 


DR. M. K. WYLDER, Albuquerque, N. 
M. (opening discussion): The subject of 
focal infection is certainly a large one and 
Dr. Ingalls has given us. a great deal to 
think of. To cover the question of focai 
infection thoroughly would be impossible in 
the limit of time we have for this meeting 
because volumes and volumes have been 
written upon it and yet the question has 
not been solved. When we have found the 
true focus and removed it, we know, if 
the patient does not suffer from the same 
effects as before, that we found the true 
focus. Oftentimes, however, when we think 
we have found the true focus and have re- 
moved it, the patient suffers the same as 
before, so we know there is a secondary 
focus. 

Last month I was called to see a little 
boy, six years of age, who had both ankles 
and one knee severely swollen. He was 
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running a temperature of 103. I looked him 
over carefully and found an abscess in one 
of the teeth. The tooth was removed and 
he was soon out playing around again. In 
that type of case, if the focus had not been 
discovered it might have gone on for weeks. 

Dr. Ingalls spoke about the spirochete 
forming certain focal infections and you can 
give antisyphilitic treatment for a long pe- 
riod, as you please, and still retain a four 
plus Wassermann. This may be so, but in 
cases that have been treated thus until the 
spirochetes have acquired a tolerance for 
mercury and become mercury and arsenic 
fast, by using bismuth preparations you may 
ke able to clear up your Wassermann. The 
doctor says not to be misled by a negative 
Wassermann. I have a case in hand at the 
present time that I was called to see some 
three or four months ago, suffering with 
heart symptoms and stomach symptoms, 
Wassermann negative. I treated her on 
other lines and she continued to lose ground, 
so at last I tried the old therapeutic test, 
put her on antisyphilitic treatment and she 
began to improve. Four months had been 
lost by following the negative Wassermann. 

The point Dr. Ingalls makes about ulcer 
of the stomach being relieved by the re- 
moval of the appendix is rather a big ques- 
tion. I do not believe the etiology of gas- 
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tric ulcer has been settled. There have been 
a great many theories tested and there is 
a question in my mind if removal of the 
appendix relieves symptoms of pain in the 
region of the duodenum or gall-bladder and 
if it was not perhaps a case in which the 
pain was reflected from the appendix to that 
region. 

I want to compliment the doctor on the 
number of things he has given us to think 
about. This is a very interesting question 
and I heartily agree with him that it has 
not been solved and that there is still a 
great deal of work along this line for us 
to do. 

DR. P. G. CORNISH, JR. (Albuquerque, 
N. M.): I want to speak of the role focal 
infection sometimes plays in the etiology of 
the defects of the thyroid. We have recently 
had one case who apparently had an ab- 
scessed tooth, which turned out to be a very 
severe affair. We also recently had a case 
of exophthalmic goitre, in which the man 
went down from 200 to 140 pounds in three 
months, which apparently started out by a 
focal infection of the gall-bladder. In this 
case treatment of the thyroid has improved 
his condition after thyroidectomy apparently 
relieved his symptoms at least temporarily 
in the gall-bladder region. Focal infection, 
of course, is very important in this condition. 


THE MEDICAL AND SURGICAL ASSOCIATION OF THE SOUTHWEST 
Tenth Annual Meeting at Phoenix, Ariz., Nov. 6-8, 1924. 


The Annual Meeting of the Medical 
and Surgical Association of the 
Southwest, held at Phoenix, Ariz., on 
November 6th, 7th and 8th was the 
tenth convention of that organization 
and the most successful and best 
attended gathering of the Association. 

SCIENTIFIC PROGRAMS 

The programs of scientific papers 
were given in the basement auditor- 
ium of the Ellis Building, which was 
very conveniently arranged for the 
occasion. The first general assembly 
was on Thursday morning, November 
6th, at 11 o’clock. After an invoca- 
tion by Rev. B. R. Cocks, of Phoenix, 
the Association was extended a wel- 
come on behalf of the State of 
Arizona by Governor G. W. P. Hunt; 
the governor stated that he felt very 
kindly disposed toward the medical 
profession, having recentiy undergone 
a successful operation for appendi- 
citis. The welcome on behalf of the 
Arizona State Medical Association 


was extended by its president, Dr. C. 
A. Thomas of Tucson, Ariz. The 
welcome from the Maricopa County 
Medical Society, who were to serve 
as hosts of the Association and visit- 
ing guests, was given by its president, 
Dr. Chas. S. Vivian of Phoenix. 

The response on behalf of the 
Southwest Association was given by 
Dr. J. R. Van Atta, of Albuquerque, 
re M., the president of the organiza- 
ion. 

On Thursday afternoon, Nov. 6th, 
the first feature of the program was 
the Symposium on Tuberculosis, the 
first portion censisting of three 
papers, as follows: 

“Mechanical Problems in Advanced 
Tuberculosis,” by Dr. O. Egbert of 
El Paso, who advocated surgical 
treatment in suitable cases of ad- 
vanced tuberculosis, where the prob- 
lems to be solved were chiefly 
mechanical. 

“Heliotherapy in Tuberculosis,” by 
Dr. Samuel H. Watson, of Tucson, 
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who reviewed the indications for 
heliotherapy, and discussed the type 
of pulmonary involvement in which 
this treatment is applicable; the im- 
portance of proper technic was also 
covered by the paper. 

“Artificial Pneumothorax” was pre- 
sented by Drs. Flinn, McWhirt and 
Allen of Prescott and Whipple Bar- 
racks. Dr. Flinn presented the writ- 
ten discussion of the subject, Dr. 
MeWhirt following with an exhibition 
of lantern slides showing the progress 
of one selected case, while Dr. Allen 
closed with a discussion of the indi- 
cations for the use of pneumothorax. 

Discussion of this symposium was 
opened by Dr. Fred Holmes of 
Phoenix, who complimented Dr. Wat- 
son’s classification of cases, disagreed 
with Dr. Egbert’s statement that the 
function of collapsed lung would not 
return, and mentioned the impossi- 
bility of ascertaining by any method 
except actual trial, whether a lung 
could be collapsed or not. 

Dr. W. W. Watkins, of Phoenix, 
mentioned some experiences in pneu- 
mothorax twelve years ago, claiming 
to be the first advocate of pneumo- 
thorax in Arizona, compressing the 
first cases at St. Luke’s Home, 
Phoenix, in 1912. He also discussed 
the necessity of extreme care and ex- 
act supervision of patients in using 
heliotherapy. 

Dr. E. W. Phillips, of Phoenix, 
stated that it was impossible to sep- 
arate the sun bath from the air bath, 
since they go together. 

Dr. Willard Smith, of Phoenix, 
stated that he has seen complete 
alveolar expansion after compression ; 
also spoke of the necessity for ex- 
treme care in compression, especially 
in the presence of adhesions. 

Dr. J. I. Butler of Tucson spoke of 
the work of Lograsso at Buffalo, N. 
Y., who has 500 cases under helio- 
therapy all the time and whose sana- 
torium is well worth visiting. 

Dr. J. W. Laws, of El Paso, believes 
that the sound portions of compressed 
lungs will return to normal function, 
and does not quite agree with the 
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idea of indefinite prolongation of the 
compression. 

Dr. Egbert, in closing the discus- 
sion, stated that his ideas as to the 
return of the lung alveoli to function 
were gathered from literature, and he 
could not speak from actual obser- 
vation. 

Dr. Watson, in closing, paid his 
respects to Dr. Flinn, one of the 
pioneers in advocating rest in the 
treatment of tuberculosis, and he has 
been a consistent advocate of this 
idea and has seen the authorities 
come to agree with him; so that it is 
fitting that he should present a paper 
on pneumothorax which is but an- 
other -way of securing the necessary 
rest for one lung. 

Dr. Allen, in closing, discussed the 
partial collapse which can be used to 
advantage where the facilities for 
checking by x-ray are available; also 
that in cases with large cavities, if 
once collapsed, this will need to be 
kept up indefinitely, if the results are 
to be maintained. 

Dr. Flinn, in closing, stated that 
his first case was collapsed by Dr. 
Watkins in 1912 or 1913. 

The studies in tuberculosis were 
continued by two papers from spe- 
cialists, as follows: 

“Tuberculosis of the Eye in Its 
Relation to General Medicine,” by Dr. 
H. H. Stark, of El Paso. This paper 
discussed the different types of tuber- 
culosis which may occur in the eye, 
what their significance may be in 
relation to general disease, and what 
is the proper treatment. 

“Nasal Tuberculosis” was discussed 
by Dr. S. A. Schuster, of El Paso. 
These rather unusual lesions were 
described, and the differentiation of 
true tuberculosis from lupus covered 
in detail. 

The discussion of these two papers 
was opened by Dr. D. F. Harbridge, 
of Phoenix, who discussed the advan- 
tages which eye tuberculosis offers 
for direct observation; the necessity 
for beginning tuberculin treatment 
with very minute doses and gradually 
increasing it; also inquired whether 
it was always wise to shut off the 
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light, when heliotherapy is good for 
the disease elsewhere. 

Dr. H. T. Bailey, of Phoenix, re- 
ported a case of eye tuberculosis 
which presented many of the symp- 
toms mentioned in Dr. Stark’s paper; 
also stated that nasal tuberculosis is 
more frequent than is usually thought, 
and the reason we do not have more is 
because of the antiseptic nature of 
the nasal secretion. : 

Dr. J. W. Laws, of El Paso, men- 
tioned the possibility of exactly gaug- 
ing the dosage of tuberculin by the 
eye reaction, when an eye lesion is 
present. 

Dr. G. Werley, of El Paso, stated 
that tuberculosis becomes latent and 
becomes active intermittently, just as 
syphilis does. 

Dr. Stark, in closing the discussion, 
stated that the principle of shutting 
off the light is the principle of rest 
which is more important than helio- 
therapy. Tuberculin is not used in 
active cases; the initial dose is always 
the dangerous one. 

Dr. Schuster, in closing, stated that 
nasal tuberculosis is almost always 
secondary, and that nasal examina- 
tion should be done on all suspected 
tuberculosis cases. 

The final papers in the group of 
studies in tuberculosis were surigcal, 
as follows: 

“Further Studies in Surgery Among 
Sanatorium Tuberculosis Patients, 
With Special Reference to Abdominal 
Tuberculosis,” by Drs. W. R. Abbott 
and F. J. Nordby, of Fort Bayard, N. 
M., read by Dr. Nordby. The paper 
reports 151 cases of surgical proced- 
ure in patients with tuberculosis, with 
a detailed analysis of final results, 
complications and effects of the surg- 
ery upon the tuberculosis. 

“Tuberculosis of the Kidney,” by 
Dr. K. D .Lynch, of El Paso, was a 
very complete presentation of the 
subject from the diagnostic and treat- 
ment standpoint, giving the indica- 
tions for surgical and medical man- 
agement, and discussing the import- 
ance and difficulties of investigation 
of the kidneys, suspected of being 
tuberculous. 
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The discussion of this group of 
surgical papers was opened by Dr. 
Willard Smith, of Phoenix, who em- 
phasized the point that tuberculous 
patients should not be deprived of 
surgical aid, when surgery is indi- 
cated, also that ether has dangers 
which cannot be ignored. He also 
noted, with approval, Dr. Lynch’s 
growing tendency to conservative 
management of kidney tuberculosis. 

Dr. P. C. Christian, of Whipple 
Barracks, Ariz., stated that their ex- 
perience in surgery on tuberculous 
patients had been very satisfactory ; 
also that as diagnosis is made earlier 
in urinary tract tuberculosis, surgery 
would give better results. 

Dr. M. G. Carhart, of Fort Bayard, 
N. M., emphasized the large percent- 
age of abdominal lesions in tubercu- 
lous patients, and that these required 
careful study in order to arrive at 
the proper conclusions regarding the 
surgery indicated, if any. 

Dr. J. I. Butler, of Tucson, does not 
think the impression should get out 
that the tuberculous patient can be 
operated as favorably as the non- 
tuberculous; he thinks the tubercul- 
ous kidney should be removed early. 

Dr. Chas. S. Vivian, of Phoenix, 
discussed the advisability of conserva- 
tive local treatment of the tubercul- 
ous kidney, by washing the kidney 
pelvis and applying local medication. 

Dr. Lynch, in closing, stated that 
the preparation of the kidney, by 
local applications, even when opera- 
tion is to be done, is important, and 
frequently this obviates the necessity 
for operation. : 

On Thursday evening, following 
the smoker at the Country Club, the 
subject of “Traumatic Hernia’ was 
discussed. 

This discussion was introduced by 
a paper by Dr. F. T. Hogeland, of 
Cananea, Sonora, Mex., under the 
title “What Shall the Industrial Sur- 
geon of the Southwest Regard as 
Traumatic Hernia?” Dr. Hogeland 
was unavoidably absent from the 
meeting, on account of the recent 
death of his associate; the paper was 
read by the secretary, Dr. Watkins. 
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Following this, the report of the 
special committee appointed by Pres- 
ident Van Atta, on Traumatic and In- 
dustrial Hernia was read by Dr. C. 
R. Swackhamer of Superior, Arizona. 
This special committee consisted of 
Drs. C. R. Swackhamer, Superior, 
Ariz.; F. C. Diver, Dawson, N. M.; 
Geo. A. Bridge, Bisbee, Ariz.; R. L. 
Ramey, El Paso, Tex.; F. T. Hoge- 
land, Cananea, Sonora, Mexico. 
*This report and Dr. Hogeland’s 
paper are printed elsewhere in this 
issue of Southwestern Medicine. Fol- 
lowing the presentation of the report, 
motion was made by Dr. R. D. Ken- 
nedy of Globe, and seconded by Dr. 
W. O. Sweek of Phoenix, that the 
report of the special committee be 
adopted by the Medical and Surgical 
Association of the Southwest as the 
expression of that organization re- 
garding what should be considered 
traumatic and industrial hernia. 


In discussion, Dr. Sweek recalled, 
several years ago, when five suits 
were brought against the same cor- 
poration at one term of the United 
States District Court in Phoenix, the 
total damages ‘sought being more 
than sixty thousand dollars. Every 
case was a clear-cut case of rupture 
occurring while the man was at work, 
yet the cases were all decided in 
favor of defendant, it being proven 
to the satisfaction of the jury that 
hernia is not caused by trauma. 


Dr. F. C. Jordan of Chandler, 
Ariz., reported a case of true trau- 
matic hernia from a blow over the 
abdominal wall. 

Dr. Kimball Bannister of Phoenix, 
stated that while some cases may not 
be traumatic hernias, they could 
properly be called “occupational 
hernias,” since the immediate cause 
is an occupational strain; recalls a 
case caused by heavy lifting, where 
the man is now drawing compensa- 
tion. 

Dr. W. A. Holt of Globe, Ariz., 
stated that the question of hernia 
has been threshed over by the in- 
dustrial surgeons as much as the 
sacro-iliac strain. Has been engaged 


in industrial work for many years, 


605 


and only within the last few days 
saw his first case of real traumatic 
hernia. 

The report of the committee was 
adopted without dissenting vote. 

One of the features of the scien- 
tific program was the presentation 
by Dr. W. D. Sansum, Director of 
the Department of Metabolism, Santa 
Barbara Cottage Hospital, of “The 
Causes and Treatment of the Various 
Known Forms of Acidosis.” This 
was given on Thursday evening, at 
the Country Club, at the close of 
the evening program. 

The address was illustrated by 
diagrams and tables drawn on the 
black-board. The research work on 
the effects of feeding acid ash and 
alkali ash residues to rabbits was 
discussed; also the clinical value of 
foods which leave acid residues to 
be eliminated as compared with those 
which leave alkali residues. Tables 
of foods, with the percentage of acid 
or alkali in the ash in their residues 
were given. A series of menus built 
around the soy bean were given and 
their value discussed. Methods for 
testing the urine for acidity were 
discussed. 

The subjects presented by Dr. San- 
sum were discussed by Dr. Nelson 
W. Janney of Los Angeles, who 
dwelt particularly on diabetes, and 
the value of detailed metabolism 
studies. 


Dr. Roy Thomas of Los Angeles, 
formerly president of the Arizona 
State Medical Association, spoke 
briefly of his observations on blood 
pressure in diabetes. 

The scientific program for Friday 
afternoon, at the Ellis building, began 
with a paper by Dr. M. K. Wylder, 
of Albuquerque, N. M., on “A Dis- 
cussion of Enuresis,” the burden of 
the paper being that enuresis is not 
a physical entity but a symptom 
which may result from many causes. 

Discussion of this paper was 
opened by Dr. C. S. Vivian, of Phoe- 
nix, who thinks that the training of 
the patients is as important as that 
of the children; also mentioned a 
case cured by removing the tonsils. 
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Dr. P. C. Christian of Whipple 
Barracks, Ariz., thinks that the ex- 
planation of the relation between 
tonsillitis and enuresis is simple; they 
have frequently found infected ton- 
sils and infected prostate glands as- 
sociated. 

Dr. Chas. S. Vivian of Phoenix, 
suggested the training of the child- 
ren to stop and start urination at 
will, with ergot to tone up the 
muscle. 

Dr. E. R. Charvoz, of Phoenix, 
thinks that when the cases due to 
organic disease of the urinary and 
nervous systems and the feeble- 
minded are eliminated, the remainder 
can be handled by careful training, 
including due attention to the impor- 
tant factor of suggestion. 

Dr. Wylder, in closing, recalled 
that the influence of the general 
health was demonstrated by the re- 
turn of the symptom when the gen- 
eral health becomes impaired, after 
a period of good health. 

A Symposium on Urology, consist- 
ing of two papers, was next pre- 
sented, as follows: 

“Urologic Problems of the Gen- 
eral Practitioner,” by Dr. Robert V. 
Day of Los Angeles, who brought 
out the various conditions which the 
general practitioner is likely to meet 
up with, with particular reference to 
the organic conditions which are defi- 
nite and well established. 

“Stricture of the Ureter,’”’ was pre- 
sented by Dr. W. R. Jamieson of 
El Paso, who discussed the causes 
of ureteral stricture, the symptoms 
which they produce, the effects of 
this lesion, the methods of diagnosis 
and the treatment of them by dila- 
tation through the cystoscope. 

The discussion of these papers was 
opened by Dr. Chas. S. Vivian of 
Phoenix, who illustrated his points 
by lantern slides of some of his re- 
cent cases of ureteral stricture, and 
gave the technic of examination. He 
confirmed Dr. Day’s opinion of the 
value of acriflavine, and his state- 
ment that you run little or no danger 
of infecting a healthy bladder by 
catheterization. 
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Dr. S. H. Watson, of Tucson, em- 
phasized Dr. Day’s point that tuber- 
culosis of the urinary tract is always 
a part of the general disease and 
the surgery of the local manifestation 
will not cure the patient. 

Dr. C. A. Thomas of Tucson, em- 
phasized the importance of differ- 
entiating urinary tract lesions in 
studying abdominal symptoms, as one 
of the most frequent causes of error 
is to diagnose as something else what 
is later discovered to be ureteral 
stone or stricture. 

Dr. Day, in closing, again showed 
a number of slides and answered 
points brought up in discussion by 
reference to the slides. 

Dr. Jamieson, in closing, mentioned 
a case of acute unilateral kidney in- 
fection, which was described by Dr. 
W. W. Waite of El Paso, as acute 
nephritis with hemorrhage from the 
diseased areas. 

The next paper on the program 
was on “Cardiac Infarcts,’ by Dr. 
Guy Werley of El Paso. This inter- 
esting subject was very ably pre- 
sented, the paper being illustrated 
with lantern slide reproductions of 
photographs of pathological speci- 
mens, and by the presentation of 
necropsy specimens brought by Dr. 
Werley. 

The discussion was opened by Dr. 
Orville H. Brown of Phoenix, who 
stated that he believed Dr. Werley 
had written a new chapter in clinical 
medicine; that in all works in his 
library on medicine, only one men- 
tions the condition and that one only 
from the pathological standpoint. As 
a clinical condition to be diagnosed 
and treated, Dr. Werley has pre- 
sented something very valuable. 

Dr. Willis W. Waite of El Paso, 
stated that this is an important sub- 
ject which has been too long neg- 
lected by the clinicians; only lately 
has the pathological material collect- 
ed begun to point the way to recog- 
nition of the symptoms during life. 

Dr. F. D. Garrett of El Paso, in- 
quired as to the differential diag- 
nosis between cardiac infarct and 
angina pectoris. 
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Dr. Werley, in closing, disclaimed 
originality, stating that while the lit- 
erature is scanty, several excellent 
investigations have been reported; he 
discussed the differentiation between 
cardiac infarct and angina. 

The next paper was on “Some Ob- 
stinate Cases of Chronic Diarrhoea 
due to Infection of the Duodenum by 
Giardia Intestinalis,’ by Dr. F. D. 
Garrett of El Paso, Texas. This con- 
dition is too frequently overlooked, 
and it is necessary first to have its 
possibility in mind and then to make 
the necessary careful investigations 
for the organisms. 

Discussion of the paper was opened 
by Dr. H. B. Gudgel of Phoenix, 
who stated that he has not yet seen a 
case which was recognized, and 
quoted the investigations of Mathews 
and Smith. Carriers are probably the 
mode of dissemination of the disease. 

Dr. S. H. Watson of Tucson, in- 
quired regarding the effects of sal- 
varsan, which he has used on two or 
three cases. 

Dr. F. D. Garrett, in closing, stated 
that the organisms do not seem to 
migrate upward; and that salvarsan 
has seemed to him a rather power- 
ful remedy for a comparatively harm- 
less condition. 

The next paper was on “Diagnostic 
Difficulties in the Right Abdomen,” 
by Dr. A. L. Blesh of Oklahoma City, 
Okla. The proper study of obscure 
lesions, especially in the right abdo- 
men, requires co-operation between 
several highly trained specialists; op- 
erations for chronic appendicitis are 
not justifiable until the right urinary 
tract has been proven normal; ad- 
hesions are very rarely productive of 
symptoms requiring treatment; the 
operation should be reasonably cer- 
tain of relieving the symptoms before 
being performed. 

The discussion of this paper was 
opened by Dr. P. G. Cornish, Jr., of 
Albuquerque, N. M., who emphasized 
the importance of the x-ray examina- 
tions in differentiation of abdominal 
lesion, and recalled some unexpected 
errors in diagnosis of appendix con- 
ditions. 
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Dr. M. K. Wylder of Albuquerque, 
emphasized the importance of de- 
tailed and thorough study of all 
chronic cases, before any kind of 
operation is done. 

Dr. F. D. Garrett of El Paso, men- 
tioned the importance of colitis in 
studying symptoms which suggest ap- 
pendicitis. 

Dr. G. Werley of E) Paso, stated 
that the insistence of hospitals on 
careful examinations and review of 
the clinical records by a committee 
is inclined to curtail over-enthusiastic 


. surgery. 


Dr. C. A. Thomas of Tucson, re- 
calls the statistics that 40 per cent 
of operations later prove to have 
been performed for.the wrong thing, 
and patients should be carefully 
studied by every available method. 

Dr. Blesh, in closing, re-empha- 
sized the fact that diagnosis of chron- 
ic appendicitis on insufficient data is 
bringing the profession into  dis- 
repute. 

On Saturday afternoon, November 
8th, a group of four papers bearing 
on industrial surgery was presented 
as follows: 

“The Industrial Surgeon,” by Dr. 
John E. Bacon of Miami, Ariz., who 
discussed the differences between the 
industrial surgeon and the general 
surgeon in civil practice, the necessity 
for highly trained surgeons in the 
handling of industrial injuries, and 
the added responsibilities which in- 
dustry lays on the surgical skill. 

“The Operative Treatment of Frac- 
tures,” by Drs. W. L. and C. P. Brown 
of El Paso, was read by Dr. W. L. 
Brown, who illustrated his subject 
by numerous lantern slides of frac- 
tures, discussing the mechanical 
principles involved in the manage- 
ment of fractures in the several loca- 
tions. 

“Fractures of the Long Bones,” by 
Drs. A. C. Carlson and C. C. Hed- 
berg of Jerome, Ariz., was read by 
Dr. Hedberg, the paper being illus- 
trated by lantern slides of a number 
of fractures. These authors advocate 
the immediate open treatment of 
fractures of the long bones, if man- 
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ipulation fails to reduce them to sat- 
isfactory position. 

“Injuries to the Head,” was pre- 
sented by Dr. W. A. Holt of Globe, 
Ariz., who covered the subjects of 
concussion, fractures of vault and 
base, laceration of the brain tissue 
and membranes and_ intracranial 
hemorrhage, each of the conditions 
being illustrated by a typical case. 

The discussion of this group of 
papers was opened by Dr. C. A. 
Thomas of Tucson, who confined his 
remarks chiefly to Dr. Holt’s paper, 
and thinks that no head _ injury 
should be considered trivial. He has 
been disappointed in the results of 
decompression operations. 

Discussion was- continued by Dr. 
R. D. Kennedy of Globe, Ariz., who 
believes that the better mechanic a 
doctor is the fewer open operations 
he will have; also that a thorough 
understanding of the Thomas splint 
will lessen the open operations. 

Discussion continued by Dr. E. 
Payne Palmer of Phoenix, who thinks 
the industrial surgeon has made more 


progress in the last 25 years than 


any other branch of surgery; he also 
emphasized the importance of rest 
in head injuries, which should be 
several weeks in concussion cases. 
Also that too few head injuries have 
exploratory operation; the policy of 
waiting to see what will happen usu- 
ally means that operation is done 
too late. 

Dr. W. O. Sweek of Phoenix, re- 
called that 80 per cent of injuries 
are seen first by the family doctor; 
therefore, we need more widely dis- 
seminated knowledge from the cen- 
ters where the bulk of the first- 
class work on injuries is being done, 
that is, from the industrial surgeons. 

Dr. S. A. Schuster of El Paso, men- 
tions the importance of the eye- 
ground examinations in head injuries, 
because the optic nerve is the one 
visible part of the brain which pre- 
sents into sight. 

Dr. Chas. S. Vivian of Phoenix, 
mentions the importance of remov- 
ing plates in industrial fractures, be- 
fore the case gets into court. 
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Dr. H. T. Bailey of Phoenix, men- 
tioned the fact that paralysis of the 
external rectus muscle after head in- 
jury usually means fracture of the 
petrous portion of the temporal bone. 

Dr. H. H. Stark of El Paso, ex- 
pressed surprise at the high percent- 
age of head injuries in industrial 
practice, and also confirmed the 
of ophthalmoscopic examina- 

on. 

Dr. Bacon, in closing, took issue 
with Drs. Carlson and Hedberg, with 
reference: to the advisability of open 


‘operation on industrial fractures; he 


supported Dr. Kennedy in the belief 
that a detailed study of mechanics 
and thorough familiarity with the 
Thomas splint will usually obviate 
the necessity for open operation. 

Dr. W. L. Brown, in closing, com- 
mented on Dr. Holt’s idea of check- 
ing the intracranial pressure by 
spinal puncture. He has not used 
drainage in any of the operations on 
fractures. Does not remove plates 
in the fore-arm, but does in the 
weight bearing bones. 

Dr. Hedberg, in closing, stated that 
they have had more court difficulty 
in cases showing anatomical devia- 
tion after fracture than they have 
in cases who have had operations. 

Dr. Holt, in closing, did not think 
that the industrial surgeon, at least, 
would feel inclined to explore the 
head without very positive indica- 
tions; the limitations placed on in- 
dustrial surgeons in this field might 
not apply to surgeons in civil prac- 
tice. All traumatic industrial cases 
have Wassermann tests. 


CLINICAL DEMONSTRATIONS 

The clinical demonstrations by the 
Maricopa County physicians and sur- 
geons were held at the two general 
hospitals, (St. Joseph’s and the Dea- 
coness), during the forenoons of No- 
vember 7th and 8th. 

At St. Joseph’s Hospital, on Friday, 
November 7th, the following clinics 
were held: 

Drs. E. Payne Palmer, Chas. S. 
Vivian and F. J. Milloy of the South- 
west Clinic, gave a general surgical 
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clinic and demonstration from 8 
o’clock to noon, as follows: 

Case of chronic cholecystitis under 
ether anesthesia, foHowed by a dis- 
cussion of the diagnosis of acute, sub- 
acute and chronic gall-bladder dis- 
ease, in its differentiation from stom- 
ach lesions, by Dr. Milloy. 

Case of toxic goitre, under nitrous- 
oxide-oxygen-novocaine. Presentation 
of postoperative case of toxic goitre. 

Laparotomy for tubo-ovarian path- 
ology under ether anesthesia. 

Laparotomy for chronic pelvic in- 
flammation, with hysterectomy, un- 
der ether anesthesia. 

Caesarean section under nitrous- 
oxide-oxygen-novocaine anesthesia; 
with presentation of mother and baby 
of a previously operated Caesarean 
case. 

Details of all these cases are pre- 
sented in this issue of Southwestern 
Medicine. 

Dr. W. O. Sweek operated under 
local and psycho-anesthesia on three 
cases, as follows: 

Exploratory of left lung for sus- 
pected interlobar empyema. Thy- 
roidectomy upon a very large and 
adherent adenomatous thyroid which 
was producing obstruction. Laparo- 
tomy for pelvic pathology. 

Drs. J. J. McLoone and Harley 
Yandell operated upon the following 
cases: (1) Yankauer operation for 
closure of the Eustachian tube; (2) 
submucous resection; (3) tonsillecto- 
mies; (4) demonstration of Neumann 
anesthesia method and sinus cases. 

Dr. Harry B. Gudgel presented 
medical cases, including one of malta 
fever. 

Dr. Fred G. Holmes gave a clinic 
on artificial pneumothorax and chest 
pathology, using the fluoroscope to 
demonstrate the pneumothorax diffi- 
culties and results attained in a num- 
ber of patients. One case of lung 
abscess and one patient with actin- 
omycosis of the lungs of more than 
twenty years standing were shown. 

At the Arizona Deaconness Hos- 
pital, on Friday forenoon, November 
7th, the following clinics were held. 

Drs. Louis Dysart, Kimball Bannis- 
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ter and R. W. Eaton presented the 
following medical and surgical cases, 
which will be described in more de- 
tail in an early issue of Southwestern 
Medicine: 

(1) Severe Secondary Anemia with 
blood transfusion. 

(2) Severe hemorrhage from fib- 
roid of uterus; result of operation. 

(3) Old healed tuberculosis of 
— vertebrae with Albee opera- 
ion. 

(4) Perinephritic Abscess, second- 
ary to palmer infection. 

(5) Results of operation for strang- 
ulated femoral hernia with gangrene 
of bowel. 

(6) Fracture of femur with de- 
layed union; callus stimulated by 
high voltage x-radiation. 

(7) Diabetes, (a) juvenile with 
coma; (b) ambulatory case treated 
with insulin. 

(8) Diabetes with furunculosis. 

(9) Chronic mon-articular arthritis 
(knee). 

(10) Acute hemorrhagic nephritis, 
specific type of infection. 

(11) Tuberculosis of foot. 

(12) Fracture of patella; infected 
knee joint; sepsis. 

(13) B. B. Fracture of fore-arm; . 
delayed union. 

(14) Traumatic hernia. 

(15) Resection of pylorus with 
gastro-enterostomy for perforated 
gastric ulcer. 

(16) Nephrectomy for multiple 
renal calculi. 

(17) Lung Abscess. 

Dr. Nelson W. Janney of Los An- 
geles, held a clinic on endocrine con- 
ditions, utilizing cases brought by 
the doctors of Maricopa county. 

Dr. R. J. Stroud gave a demon- 
stration of the Schick tests and Dick 
tests in all stages of reaction, using 
Indian children, in order to demon- 
strate the peculiarities and difficul- 
ties of interpretation in the dark- 
skinned individuals. 


Dr. I. L. Garrison gave a demon- 


‘stration on syphilis, showing the re- 


sults of treatment in the Social Ser- 
vice Clinic in Phoenix, together with 
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the method of salvarsan administra- 
tion. 

Drs. W. C. Ellis and C. B. Palmer 
gave a surgical clinic on a case of 
suprapubic prostatectomy. 

Dr. H. T. Bailey, demonstrated 
the McReynold’s operation for ptery- 
gium and the method of excision of 
the lachrymal sac. 

Dr. F. L. Reese gave a demonstra- 
tion of the use of the Beck instru- 
ment in bloodless tonsillectomy. 

On Saturday forenoon, November 
8th, the following clinics were heid 
at the St. Joseph’s Hospital: 

Dr. Willard Smith gave a demon- 
stration of surgery in the tuberculous 
patient, all of his operations being 
on tuberculous individuals, as fol- 
lows: (See p. 612 for details.) 

(1) Laparotomy for tuberculosis 
in the pelvis, under local and block 
anesthesia. (2) Thyroidectomy for 
adenomatous thyroid with hyperthy- 
roidism, under gas-oxygen anesthesia. 
(3) Thoracoplasty for advanced pul- 
monary tuberculosis and mixed infec- 
tion, under gas-oxygen and nerve 
block anesthesia. 

Dr. Chas. S. Vivian, with Dr. H. P. 
Mills, gave a demonstration of cys- 
toscopic and pyelographic technic, 
using the fluoroscope for demonstra- 
tion of the filling of the kidney pel- 
vis. Large light boxes in the corri- 
dor were used to demonstrate various 
types of kidney pathology as shown 
by pyelograms. 

Dr. F. J. Milloy gave a clinic on 
stomach ulcer, with'demonstration of 
patients, outline of treatment and 
discussion of results of medical treat- 
ment. (See p. 631 for details.) . 

Drs. Ancil Martin, W. A. Schwartz 
and W. W. Watkins demonstrated 
the method of localization of foreign 
bodies in the eye with the improved 
Sweet localizer. Dr. Martin pre- 
sented cases as follows: (1) Case 
of foreign body lying posterior to 
the globe, with x-ray films and local- 
ization charts. (2) Three cases from 
whom foreign bodies had been re- 
moved with giant magnet, showing 
present condition of the eyes. (3) 
One case. with foreign body lying 
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at the sclero-corneal junction just an- 
terior to the lens. This was extracted 
with the giant magnet through a 
corneal puncture. 

At the Arizona Deaconess Hospit- 
al, on Saturday, November 8th, the 
following clinical demonstrations 
were held: 

Dr. George Goodrich operated up- 
on an adenoma of the thyroid, and 
gave demonstration of tumor cases 
which were inoperable, as follows: 
(1) Pelvic tumor, diagnosed as met- 
astasis from sarcoma of the back, 
treated by radium and x-ray until 
it has almost disappeared. (2) In- 
operable pelvic carcinoma now under 
radiation treatment, with patient at 
work as stenographer. 

Dr. Chas. S. Vivian gave demon- 
stration and discussion of (1) epidid- 
ymitis, (2) bloodless spinal drainage 
and treatment of cerebro-spinal syph- 
ilis, (3) technic of orchidectomy in 
early tuberculosis; (4) bloodless re- 
moval of stones from ureter; (5) gen- 
tian violet in gonorrheal complica- 
tions. 

Dr. Orville H. Brown gave a dis- 
cussion and demonstration on the 
subject of bronchial asthma. 


ENTERTAINMENT 

The entertainment of the members 
and guests was entered into enthu- 
siastically by the Maricopa County 
Medical Society and the Ladies’ Aux- 
iliary of that society. The chairman 
of the entertainment committee was 
Dr. Geo. Goodrich and of the Ladies’ 
Auxiliary Committee was Mrs. Fred 
Holmes. 

On Thursday evening the visiting 
ladies were taken charge of by Mrs. 
Holmes and her committee for a din- 
ner at the Grand Cafe, followed by a 
theater party at the Rialto, where 
Harold Lloyd was being exhibited in 
“Hot Water.” There were more than 
thirty visiting ladies at the meeting, 
which, together with the forty or 
more members of the local Ladies’ 
Auxiliary, made up a very enjoyable 
party. 

On the same evening, the members 
and visiting guests gathered at the 
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Country Club for a stag dinner, buf- 
fet style. About one hundred were 
present at this function. Foliowing 
the dinner, thirty minutes were given 
up to stories and jollification. After 
the presentation of a part of the 
scientific program, an _ intermission 
was given up to entertainment by 
a party of singers and dancers from 
one of the local theaters. The scien- 
tific program of this evening is else- 
where mentioned. 

On Friday evening, November 7th, 
occurred the annual banquet and 
dance of*the Association. This was 
served at the Country Club and was 
attended by more than one hundred 
and fifty of the members, visiting 
doctors and guests. An especially 
pleasing feature of this occasion were 
the songs by Mr. Viagranda of the 
Arizona School of Music. After the 
dinner, the floor was cleared and 
the remainder of the evening given 
up to dancing. 

On Saturday, the Ladies’ Auxiliary 
gave a “Progressive Luncheon,” in 
which each course of the lunch was 
served at a different residence, the 
party being transported in automo- 
biles from one to the other. Courses 
were served at the residences of Mrs. 
Chas. S. Vivian, Mrs. Orville H. 
Brown, Mrs. W. C. Ellis and Mrs. L. 
D. Dameron, in the order named. 


BUSINESS MEETING 

The business session of the Asso- 
ciation was held on Saturday after- 
noon, November 8th. 

The secretary gave a verbal report, 
and presented the following names of 
applicants for membership, who had 
been approved by the board of trus- 
tees—these were all accepted for 
active membership, by vote of the 
Association : 

Bakes, Edwin, C., Phoenix, Ariz. 

Brockway, Geo. M., Phoenix, Ariz. 

Carhart, W. G., Fort Bayard, N. M. 

Clohessy, T. T., Buckeye, Ariz. 

Copeland, James A., Wickenburg, Ariz. 

Couch, Garland B., Phoenix, Ariz. 

Goss, H. | Phoenix, Ariz. 

Hicks, E. L., Phoenix, Ariz. 

Holmes, Fred G., Phoenix, Ariz. 

Jordan, F. C., Chandler, Ariz. 

Meason, James M., Chandler, Ariz. 
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Garrison, I. L., Phoenix, Ariz. 
Norby, F. J., Fort Bayard, N. M. 
Shelley, A. A., Phoenix, Ariz. 
Adams, C. W., Globe, Ariz. 
Briley, James H., Duncan, Ariz. 
Brown, Oscar S., Winslow, Ariz. 
Comer, M. C., Tucson, Ariz. 
Cruthirds, A. E., Bisbee, Ariz. 
Culpepper, M. B., Carlsbad, N. M. 
Davis, Augustus, Jr., La Madera, N. M. 
Dodds, David C., Albuquerque, N. M. 
Harper, T. C., "Globe, Ariz. 
Hawkins, Eugene W. Sacaton, Ariz. 
Hernandez, Rafael A., Tucson, Ariz. 
Hill, J. B., Glendale, Ariz. 

Horst, W. W., Globe, Ariz. 

Irvin, C. E., Miami, Ariz. 
Matthews, E. C., Albuquerque, N. M. 
Lapsley, John Y., Cananea, Sonora, Mex. 
McIntyre, A. J., Phoenix, Ariz. 
Milloy, Frank J., Phoenix, Ariz. 
Morris, Jas. W., Pima, Ariz. 


Pate, L. H., oon N. M. 
Richards, L. Gila Bend, Ariz. 
Schenck, D. sents Safford, Ariz. 
Schuster, El Paso, Texas. 
Scott, Jas. R., Albuquerque, N. M. 
Self, T. F., Roy, N. M. 


Shaver, P: M., Carrizozo, N. M. 

Slaughter, T. H., Miami, Ariz. 

Southworth, H. T., Prescott, Ariz. 

Stratton, J. N., Safford, Ariz. 

Stroud, R. J., Tempe, Ariz. 

Sult, C. W., Phoenix, Ariz. 

Swackhamer, C. R. Superior, Ariz. 

Thayer, L. H., Phoenix, Ariz. 

Triolo, J. M., McNary, Ariz. 

Tucker, G. E., Madera, Chih., Mexico. 

Walsh, Jas. M., Jerome, Ariz. 

Watts, W. B., Jr., Miami, Ariz. 

Weigel, B. J., Albuquerque, N. M 

Wightman, L. E., Globe, Ariz. 

Woodall, G. H., Phoenix, Ariz. 

Wright, F. T., Douglas, Ariz. 

Yater, C. M., Roswell, N. M. 

With these applicants, the total 
membership of the Association at 


present is 218. 


A number of communications from 
members who had expected to attend 
the meeting, but were prevented from 
doing so, were presented. 


The arrangements for the publica- 
tion of Southwestern Medicine dur- 
ing 1925 were discussed. It was re- 
ported that the board of managers 
still had the matter under advise- 
ment, with one proposal which prob- 
ably would be accepted. This pro- 


posal contemplates dividing the pres- 
ent one-man management of the 
journal, so that the publisher would 
take over the advertising department 
and business management of the 
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journal, leaving only the actual edi- 
torship of the reading section for 
the editorial staff. If this arrange- 
ment is_ perfected, the present editori- 
al staff will be continued, with Dr. 
W. W. Watkins as chief editor. 

The election of officers being de- 
clared in order, the following were 
nominated and duly elected for the 
ensuing year: 

Dr. H. H. Stark of El Paso, Presi- 
dent. 

Dr. Willard Smith of Phoenix, First 
Vice-President. 

Dr. P. G. Cornish, Jr., of Albu- 
querque, N. M., Second Vice-Presi- 
dent. 

Dr. W. W. Watkins, of Phoenix, 
Arizona, Secretary-Treasurer. 

With regard to the meeting place 
for 1925, information was elicited 
that the “Medical Association of the 
Southwest,” an organization which 
includes several of the Mississippi 
Valley states, has decided to meet in 
El Paso in November, 1925, and the 
El Paso delegates inquired regarding 


SOUTHWESTERN MEDICINE 
the pleasure of this Association with 
reference to a joint meeting. 

Motion finally was made and pre- 
vailed that the Medical & Surgical 
Association of the Southwest meet in 
El Paso next year, and that we favor 
a joint meeting with the other organi- 
zation mentioned, provided suitable 
and satisfactory arrangements can be 
made for the joint program. 

After the usual resolutions of 
thanks and appreciation for the hos- 
pitality of the entertaining society, 
the Association adjourned sine die. 


PROMINENT VISITORS 

Among the visitors from neighbor- 
ing states were the following: Dr. 
W. D. Sansum of the Metabolic Clin- 
ic, Santa Barbara, Calif; Dr. Nelson 
W. Janney of Los Angeles; Dr. Roy 
E. Thomas of Los Angeles; Dr. Robt. 
V. Day of Los Angeles; Dr. A. L. 
Blesh of Oklahoma City, Okla. 

Several of our members from old 
Mexico were in attendance, which 
was a very gratifying feature of this 
meeting. 


SURGERY IN THE TUBERCULOUS 


WILLARD SMITH, M. D., 


F.A.C.S., PHOENIX, ARIZ. 


....(Clinic held at the Meeting of the Medical & Surgical Association of 
the Southwest, Phoenix Ariz., Nov. 8th, 1924, at St. Joseph’s Hospital). 


This clinic consisted of three cases, 
as follows: 

(1) Salpingo - oophorectomy and 
freeing of adhesions, in patient with 
artificial pneumothorax of left lung. 

(2) Thyrodectomy for adenoma- 
tous goiter, in ambulant patient with 
moderate degree tuberculosis. 

(3) Thoracoplasty for collapse of 
cavity in patient where pneumotho- 
rax is not possible. 

CASE 1 


Single woman, age 33. First came under 
my observation March 21, 1917, with rales 
and dulness in upper left lobe. In Febru . 
1920, lung signs had cleared u considerab y 
but not entirely. In 1917, when first seen 


by me, her menstruations were irregular and 
somewhat painful; in February, 1920, physi- 
cal examination seemed to reveal an adher- 
ent and cystic right ovary, with uterus in 
dextroversion, which combination I thought 
was producing both ovarian and obstructive 


dysmenorrhea. Removal of right ovary was 
advised. Not seen again until April, 1923, 
at which time examination showed right 
ovary large, hard and displaced downward, 
with considerable pain in right lower abdo- 
men and pelvis. Her appendix had been 
removed 12 years before, so that adhesions 
might have something to do with present 
conditions. In April, 1923, there was distinct 
reactivity~of her tuberculosis, with history 
of temperature up to and above 100 for some 
time. Also there was a chronic tonsilitis, and 
considerable disability apparently associated 
with right ovary. Advised bed rest, removal 
of right ovary and removal of tonsils. Ad- 
vice not taken, except that she was in bed 
six weeks in Mercy Hospital in Prescott, 
during which time she gained ten pounds. In 
fall of 1923, she had been working a little 
and was running daily temperature to 99.6. 
Right lung was negative, as it always had 
been, but left lung was still active, and arti- 
ficial pneumothorax was begun in September 
1923, which has been continued up to present 
time (November 6th) with apparent benefit. 
She has continued to have menstrual trouble, 
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with tumor mass apparently involving right 
tube and ovary and which I believe is prob- 
ably a tuberculosis with adhesions involving 
these structures. She still has temperature 
though not faithful in taking rest, has failed 
to gain in weight, suffers a great deal with 
the pelvic condition, has some dysuria and 
urinary frequency. Careful genito-urinary 
examination has failed to prove any kidney 
or bladder lesion. Lung signs have appar- 
ently improved, but the daily temperature of 
tuberculosis type continues. At times there 
has been some green diarrhea, usually accom- 
panied with a suggestion of doughy feel over 
the ascending colon. Many examinations of 
feces have failed to demonstrate tubercle 
bacilli, parasites or ova, though there has 
occasionally, been a positive blood test; this 
latter may not be significant as she has al- 
ways had red meats in her diet. 

On account of the above facts and 
because of the continuation of her 
pelvic symptoms, in the face of the 
apparent improvement since she has 
had complete rest of her left lung by 
artificial pneumothorax, I have at 
last decided that it is necessary to 
open her abdomen and do such sur- 
gery as may seem necessary from my 
findings after it is opened. She has 
had ureteral catheterization and ex- 
amination of catheterized urine, with 
guineapig inoculation, the result of 
which was negative for tuberculosis. 

The contemplated operation is un- 
dertaken under local anesthesia, so as 
to avoid any possibility of injuring 
her lungs, and the exact nature of the 
operation will depend on what is 
found. 

Preoperative diagnosis is tubercu- 
losis of pelvic structures. 

At operation a large mass of parie- 
tal adhesion under an old appendec- 
tomy scar was found, which was 
freed. A cystic right ovary with 
thickened right tube, not resembling 
tuberculosis. These were removed. 

Pathological examination showed 
multiple cysts of ovary and chronic 
salpingitis,—non-tuberculous. 

Recovery was uneventful and on 
December ist had entirely recovered 
from the operation. Was still bed 
case on account of tuberculosis, 
though allowed to go to meals and to 
toilet. There seems to be some gen- 


eral improvement as a result of the 
operation and more marked improve- 
ment is expected. 
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CASE 2 

Female, unmarried, age 20. Student 
nurse, consulted me March 11, 1924, saying 
she had felt tired and worn out for a long 
time and had increasing cough which pro- 
duced yellow sputum. Examination showed 
distinct rales and dulness in left apex. Com- 
plement fixation and von Pirquet were posi- 
time and x-ray report by Dr. Watkins was as 
follows: 

“Radiograph of this chest shows fairly ex- 
tensive infiltration densities, those on the left 
involving in the apex and upper lobe as low 
as the third interspace, with basal densities 
and adhesions to the diaphragm. On the 
right, is not quite so exten- 
sive and involves the upper lobe as low 
the third rib.” 

She was running a temperature of 99.6 
daily, and there was an apparent increase in 
size of thyroid gland. 

Under diagnosis of tuberculosis, bed rest 
was ordered; this she at once took up and in 
one week her fever had disappeared; she has 
adhered faithfully to the rest treatment and 
her lung signs have materially improved. She 
has been having Spengler’s “I.K.” up to July 
26th, 1924, since which time she has had 
tuberculin and her lung signs have steadily 
improved. On September 11th there were 
still some rales in her left apex, and on Octo- 
ber 31st, these rales had increased, though 
she was not running fever. 

On April 26th, I noticed that the goiter 
had increased in size. On May 8th basal me- 
tabolism showed plus ten percent variation 
from normal. By the latter part of May we 
were convinced that pressure from the thy- 
roid caused her to cough. In July, 1924, I 
had Dr. Watkins in consultation as to the 
advisability of x-ray treatment for the goiter. 
He said that x-ray was not advisable in an 
adenomatous goiter with a metabolism rate 
no higher then plus ten percent, so it was 
decided to remove the goiter when I return 
in the Fall. On September 20, she had a 
small hemorrhage, which caused a temporary 
cessation of the O. T., and lesser amounts on 
its resumption. 


It is our belief that her recovery 
from tuberculosis is handicapped by 
tracheal pressure which interferes 
with lung rest. The present opera- 
tion is undertaken for the purpose of 
relieving that pressure by excision of 
a portion of the thyroid tumor. She 
is not a toxic goiter case, the appar- 
ent exophthalmos being a family 
characteristic and not pathologic. 

Under gas-oxygen and novocaine 
anesthesia (Dr. Carson anesthetist), 
a bilateral partial thyroidectomy was 
performed. 

Pathologist’s report would indicate 
a hyperplasia of the epithelium and 
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colloid collection,—a colloid goiter 
rather than an adenoma. 


Recovery from the operation was 
uneventful. On December 1st, her 
breathing was without effort which 
will contribute to lung rest. She is 
an ambulant case and progressing 
nicely. 

CASE 3 

Single man, age 30, laborer. Has been a 
patient at St. Luke’s Home for two years and 
four months. In February, 1924, saw him in 
consultation with Dr. Phillips, with regard to 
a possible thoracoplasty to compress the mid- 
dle portion of right lung. At that time he 
had just had a severe hemorrhage and his 
coagulation time was more than 13 minutes, 
and it was not deemed advisable to attempt 
surgical measures, though he seemed a favor- 
= case when blood conditions were favor- 
able. 

He is a young Italian man, with evidence 
of fairly universal tuberculosis. His left lung 
has not shown any sign of activity since he 
has been at St. Luke’s Home, and seems to 
be in condition of dependable arrest. He has 
signs of low-grade activity pretty well 
throughout the right lung. Both physical ex- 
amination and x-ray show an irregular cavity 
situated just below the root of the right 
lung close to the hilus and seemingly in the 
middle lobe. Dr. Watkins does not agree 
that the x-ray shows a cavity; Dr. Phillips 
and I think we see one. As the upper and 


’ lower lobes of the right side are in fairly 


good condition, and as he has been the sub- 
ject of repeated hemorrhages which prevent 
his recovery, and since he has had his coagu- 
lation time shortened by administration of 
calcium, and since repeated attempts to pro- 
duce artificial pneumothorax have been fail- 
ures because of a practically universally ad- 
herent right pleura, it has been decided to 
attempt surgical collapse of the middle por- 
tion of the right lung by the removal of the 
third and seventh ribs inclusively, sufficiently 
to permit this collapse. The following record 
from the files of St. Luke’s Home, by Dr. 
Phillips, will give the history in more detail: 

Patient enjoyed god health all his life until 
an attack of appendicitis in 1920. After an 
operation, said to have been long and diffi- 
cult, he did not recover his usual strength, 
and gradually a chronic cough appeared. He 
paid no attention to this until he had a se- 
vere pulmonary hemorrhage. Then he went 
to California, lost most of his symptoms, tried 
to work, and tried living on the desert. He 
entered St. Luke’s Home April 24, 1922. At 
this time he was in good general condition. 
His chest showed the usual signs of an ac- 
tive tuberculous infiltration of the upper and 
middle lobes of the right lung, with evidence 
of some deep involvement about the root on 
the other side. The x-ray corresponded, but 
showed more extensive involvement than was 
indicated by the physical findings; also 
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showed an enlarged and pulsating aorta with 
mediastinum displaced to the right. The 
Wassermann reaction was negative; the spu- 
tum showed tubercle bacilli. He was on right 
postural rest and improved rapidly so far as 
his symptoms were concerned; he gained 
weight, lost his fever; sputum decreased from 
two ounces to one drachm and no bacilli 
could be found in it. In August, 1922, fol- 
lowing a cold, he had repeated and severe 
hemorrhages from the right lung. Pneumo- 
thorax was attempted but no free pleural 
space could be found. Signs and simptoms 
were worse after this bleeding and many tu- 
bercle bacilli showed in the sputum. After 
a few months of rest and a course of auto- 
genous vaccine, he again improved and toler- 
ated considerable exercise. He was dis- 
charged in May, 1923 and worked and felt 
very well until October of that year, when he 
had another series of hemorrhages. He was 
readmitted to St. Luke’s in much the same 
condition as when he was first seen. With 
rest, he made his usual improvement up to 
a certain point. Since it seemed impossible 
to pass this point, another and very persist- 
ent attempt was made to collapse the right 
lung. The fluoroscope was used to direct the 
needle and by this means a few small pockets 
of air were placed here and there in the 
pleura, but no effective collapse was ob- 
tained. In February, 1924, a series of very 
severe hemorrhages occurred from the right 
lung, the bleeding being so free that blood 
was extravasated into the middle and lower 
parts of the lung and some could be heard 
in the left lung. In spite of all the ordinary 
and extraordinary measures to check bleed- 
ing, the hemorrhages continued until the pa- 
tient was exsanguinated. His recovery this 
time was very slow. 

In April, after surgical consultation, it 
was decided that surgical collapse of the right 
chest was advisable. X-ray at this time 
showed an increased fibrosis of both lungs as 
compared to previous films but more increase 
on the right side. Coagulation time was in- 
complete in 13 minutes and general condi- 
tion was poor, so operation was deferred. 

At present time (November ist), patient 
is in good general condition; coagulation time 
is six minutes; sputum is one-half ounce and 
no T. B. are found. The physical signs are 
those of sluggishly active disease throughout 
the right side the rales being most numerous 
over the midportion. No rales are heard on 
the left side. The x-ray reveals fibrosis on 
both sides, more on the right, with a fair 
amount of diffuse parenchymatous density in 
both upper lobes. This is not in accord with 
physical findings. Through the oversight of 
the clinician, the roentgenologist was not in- 
formed that blood had been spilled into the 
lungs last February; in view of the product- 
ive Qneumonitis which follows this accident, 
this information is important and would prob- 
ably modify the x-ray interpretation. The 
fluoroscope shows, as it has for-a long time, 
pleural density on the right, with decreased 
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movement of the diaphragm. On deep inspi- 
ration, the mediastinal structures are pulled 
to the right by the ribs. 


Physical Examination (November 7th): 
Negative except for chest. Expansion dimin- 
ished on right; resonance impaired over en- 
tire right lung. Tactile fremitus increased; 
muscular tone noticeably increased as com- 
pared with opposite side. Auscultation re- 
veals over the anex broncho-vesicular breath- 
ing, while lower down, even to the base, ex- 
piration is prolonged and harsh. Numerous 
fine rales, as of atelestasis, are heard over 
the entire right lung, while moderately coarse 
moist rales, characteristic of active tubercu- 
lous disease, are heard over the midportions 
of the lungs in front and in the back. Voice 
and whisper sounds are increased throughout, 
but most over the apex and about the root. 
Signs over the left lung are limited to im- 
paired resonance, harsh breath sounds, and 
increased whispered voice, from apex down 
to level of third rib and fifth dorsal vertebra. 
No rales on left side. 


Indications for thoracoplasty: 

(1) History of repeated hemor- 
rhages from the right lung. 

(2) Clinical and x-ray evidence of 
extensive disease of that lung, while 
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the other has been clinically sound 
for two years. 

(3) The demonstrated impossibil- 
ity of artificial pneumothorax. 

(4) The economic condition of this 
patient, an uneducated laborer, who 
has exhausted the resources of his 
family and of organized charity, 
without material improvement, and 
with little chance of economic recov- 
ery. 

Under gas-oxygen and novocaine 
anesthesia (Dr. Carson), most of the 
third, fourth, fifth, sixth and seventh 
ribs on the right side were removed. 
Pleural space not opened. 

Patient made excellent progress 
after the operation, though with 
more than the usual amount of oozing 
from the wound, owing to the fact 
that he is a hemophiliac. The col- 
lapse is evidently good, since he is 
now (December Ist) passing through 
an attack of influenza, but has had 
no hemorrhage. Prospects appear 
good. 


CLINIC ON GENERAL SURGERY 


E. PAYNE PALMER, M. D., F. A. C. S.; CHAS. S. VIVIAN, M. D., and FRANK J. 
MILLOY, M. D., Phoenix, Arizona. 


(Held before the Medical and Surgical Association of the Southwest, at St. Joseph’s Hos- 


pital, Phoenix, Arizona.) 


CASE 1 
November 7, 1924 

Mrs. F. E. C., American, housewife, exam- 
ination 10|20|24. 
Working diagnosis: 
gitis chr. 

Chief Complaint: Began six months ago, 
with decided pain on left side, always feel- 
ing of distress in this with occasional at- 
tacks of severe pain; occasionally lately has 
watery discharge, rather profuse at times, 
for several days. Has lost 15 pounds weight 
in six months. Menstruation has been reg- 
ular, not painful until last two months, when 
lasted only one day. 

Past History: Had measles and mumps 
during infancy, without complication. _At 
fifth year was taken from school until eight 
years, with “nervous breakdown.” Began to 
menstruate at 13 years, regular every 28 
days, three days duration without any dis- 
comfort; 16th year “nervous breakdown,” 
four months duration. Appendix removed, 
age 20 ;complete recovery; no complications, 
* except “ether cough” and relapse of six to 
seven months. Came to Arizona same win- 


Ovarian cyst; salpyn- 


ter (says not for health); married, age 22; 
first child at 23, normal in every way. Spring 


and summer 1918 “nervous breakdown’’ 
caused by pyorrhoea. August, 1919, lost 
child; normal birth (no history of miscar- 
riage). Nervous trouble, spring, 1921, of 
several months’ duration (with diagnosis of 
cystic ovary at time). 

Physical Examination: Abdomen: Tender- 
ness of left side both anterior and posterior, 
most marked in lower portion of iliac re- 
gion. First percussion of left kidney pro- 
duces pain which lasts a few minutes. 

Genito-Urinary: Tenderness over left kid- 
ney when kidney is brought into examination 
under deep breathing; tenderness extends 
over entire length of left ureter. First de- 
gree perineal laceration, small cervical lacera- 
tion. Cervix and uterus normal in size; ute- 
rus a little more sensitive than normal. Small 
mass in left side of pelvis extremely tender 
to pressure, freely movable. Cystoscopy; 
Urine from each kidney normal and sterile. 

X-ray: (10/30|24): “The radiograph of 
this injected kidney does not show enlarge- 
ment of the pelvis nor definite abnormality 
in outline of the pelvis and calyces. There 
is an incidental finding of sacro-iliac arth- 
ritis with lipping at the lower margin and 
abnormally wide spaces in the joints.” 
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(11|3|24): “The radiograph of this left 
kidney and ureter shows the pelvis and caly- 
ces well outlined and ureter normal size, 
without noticeable pathology. 

White count: 19,000; 77 percent polys. 

Special: During both pregnancies pztient 
had mild degree of mental disorder which 
was mcst marked during second pregnancy 
and continued for some months after delivery. 

Comment: This case is presented 
for operation because of the ques- 
tionable character of the case. She 
had previously gone through one 
of the large Eastern clinics with- 
out a diagnosis having been made 
other than that of cystic ovary, which 
we questioned, but as this was the 
only possible source of her trouble we 
decided to do an exploratory opera- 
tion under nitrous oxide oxygen novo- 
caine solution injected locally. 

A left lower paramedian incision 
about three inches in length was 
made, and the abdomen explored. 
All the abdominal contents were 
found to be normal with the excep- 
tion of the left ovary, which was 


‘about twice normal size, which 


showed a multiple small simple cyst. 
The abdomen was closed in the usual 
way with the catgut and silkworm 
gut. 
The patient suffered no post opera- 
tive inconveniences. Sutures were 
removed on the morning of the eighth 
day, and the patient returned home 
the same afternoon. She hes been 
entirely free from pain since the op- 
eration, and says that she has not 
suffered any of the old discomfort 
which annoyed her prior to the op- 
eration, so we believe that we were 
justified in operating this case with- 
out having made a definite diagnosis. 


CASE 2 

Mrs. M. E. H., age 30, colored—house- 
wife—examination 11|17|24. 

Working Diagnosis—Toxic goiter. 

Chief Complaint—Began at o of nine 
with swelling on neck and choking sensa- 
tion in throat and very nervous. This has 
been present all her life with intervals of 
year or so would have none of above symp- 
toms, with recurrences at 11th, 13th, 15th, 
20th years; at 25th year following a mis- 
carriage at beginning of menses, 13th year, 
very bad for year or so. Scarlet fever at 
23, with bad nervous attack, lasting prac- 
tically until present. (During 25th year 
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much worse, had miscarriage at this time.) 
Last two years has had neuritis. 

Past History—As child was large, well de- 
veloped and healthy until ninth year, when 
goiter developed. Had diseases of childhood 
without complications, except scarlet fever 
at age of 23, when goiter was much worse, 
for months. Had pneumonia in 1918, three 
weeks’ duration with constant looseness since. 
Began to menstruate at 13; very irregular, 
taking 4-5 days’ but always painful, passed 
clots with moderate amount of blood; one 
miscarriage at two and one-half months after 
marriage; never pregnant since. Sixteen 
years ago began to have hemorrhage from 
throat, at first few mouthfuls of blood, until 
now very profuse at times. Tonsils removed 
six years ago. Curettage seven years ago 
following miscarriage. 

Physical Examination X-Ray—“Abnormal 
hilus densities in form of fibrous deposit 
and some diffuse streaked densities through 
both lungs, shadows not localized nor charac- 
terized of T. B.” Heart slightly enlarged 
in all directions. Blood pressure 130-80 mm. 

Special—All reflexes exaggerated—marked 
tremor of fingers on extending hands and 
arms to tension. Extremely nervous. Meta- 
bolism plus 13. Urine; normal white 
count, 9,900, 68% polys. 

; Operation was performed under 
nitrous oxide oxygen anesthesia; 
partial bilateral thyroidectomy was 
performed, and the usual incision was 
made in fold of the neck in order to 
assist in lessening the appearance of 


the post operative scar. Moderate 


bilateral enlargement of the gland, 
including the isthmus, was found. 
Partial bilateral thyroidectomy, in- 
cluding the isthmus, was performed. 
About three fourths of the gland was 
removed; the muscles and fascia were 
closed with No. 1 plain catgut, a 
small drain was inserted, and the 
skin closed with clips. 


Patient made satisfactory conval- 
escence. The drain was removed the 
following day; patient sat up in bed 
the third day; was out of bed on the 
fifth day, and returned home on the 
sixth day. At the present time she 
is free from any of her former symp- 
toms; has had two menstrual periods 
since the operation without any pul- 
monary hemorrhage. 

Tissue Examination—Thyroid sections show 
the follicles small and very cellular. In part 
of the sections there is colloid material; in 
some areas the follicles are filled with 
lymphatic cells. Fairly well marked cellular 
hyperplasia, representing a toxic goiter. 
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NOTE: This woman was sent to 
Phoenix with a diagnosis of pulmon- 
ary tuberculosis because of the fact 
that she had frequent pulmonary 
hemorrhages. It was only recently 
that a careful examination was made 
and the real trouble detected. We 
believe that she will continue in nor- 
mal health and not suffer further 
from the hemorrhgaes. 


CASE 3 

Mrs. M. H. S., age 36, housewife, Rus- 
sian, examination 11]6|24. 

Working Diagnosis—Full term pregnancy 
with deformity of pelvis. 

Past History—Was normal, healthy child 
until eight years old, when developed hip 
joint disease as result of previous mumps 
and cold following; was in hospital three 
years following, with five different opera- 
tions with apparent cure; left bony deformi- 
ty and shortening of leg. Had suppurating 
gland in neck samé time, supposed to have 
originated with mumps. Began to menstru- 
ate at 17th year, always regular, 30 days, 
four days duration with bearing down sen- 
sation first day. Married age 31; became 
pregnant after 6 months; perfectly healthy 
during pregnancy; measurement of pelvis 
showed birth canal too small. Dr. Geo. P. 
Brood of Syracuse, N. Y., did Caesarian op- 
eration. 

Physical Examination—Abdomen negative 
except for large scar from previous Cae- 
sarian operation and full term pregnancy with 
contraction of pelvic outlet due to T. B. hip 
joint disease. 

Otherwise negative. 

Operation: Under nitrous oxide- 
oxygen-novocaine anesthesia,  inci- 
sion was made through former ab- 
dominal Caesarian scar. Dense ad- 
hesions from previous operation were 
found; omentum was adhered to the 
uterus, so that we were able to make 
our incision through the uterus with- 
out going into the free peritoneal 
cavity. A full term normal baby 
was removed and the uterus closed 
with three layers of catgut. The ab- 
domen was closed in the usual way 
with catgut and silkworm gut. This 
patient made satisfactory convales- 
cence. 

Post Operative Note: Hypoder- 
mics of morphine sulphate were re- 
quired after the operation to relieve 
pain. Sutures were removed on the 


eighth day and the patient allowed 
to get up. She returned to her home 
on the 10th day in a very satisfactory 
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condition. Since the end of the 
second week she has been doing most 
of her housework, and at the pres- 
ent time is in normal health. The 
baby is progressing satisfactorily. 

This case demonstrates the ‘mp“rt- 
ance of not tying off the tubes in 
order to prevent further pregnancies. 
A surgeon has no right to do this, 
and when he ties off the tubes to 
prevent future pregnancy he commits 
a crime against both the individual 
and the state. 


CASE 4 

Mrs. A .S. H., age 27, colored, married, 
examination 11|5/24. 

Working Diagnosis—Chrronic appendicitis. 

Chief Complaint—Began nine months ago, 
with aching in left side of lower abdomen, 
much worse before menses; always present, 
growing worse with development of whitish 
vaginal discharge three months ago. 

Past History—Had measles, mumps, chick- 
en pox, small pox, during childhood without 
complications or after effects. Began men- 
struate at 13 years, always regular, lasting 
three days, without pain until recent months 
very painful, irregular, passing clots, lasting 
four to five days with profuse bleeding. 
Married 12 years; first pregnancy, normal 
delivery; no laceration; one year later had 
gonorrhea; lasting one month with frequent, 
painful urination, slight discharge; and from 
then until 10 months ago was healthy, when 
present trouble began. 

Physical Examination—Tenderness over 
lower abdomen, most marked on left side. 
Cervix moderately enlarged, uterus enlarged, 
tender, slightly antiflexed, movable; large 
mass on left side fairly well fixed, believed 
to be a large pyosalphinx. Right ovary and 
tube palpable and tender; this is believed 
to be a state of chronic inflammation. 

_ Operation: Under ether anesthe- 
sia; a lower left paramedian incision 
four inches in length was made and 
the abdomen explored. Appendix 
was found chronically inflamed and 
adhered. There was a double chronic 
salpingitis, and a large left-sided 
intra-ligamentous fibroid growing 
from the left side of the uterus. It 
was this tumor which had been er- 
roneously diagnosed as a large pyo- 
salphynx. 

Appendix and both tubes were re- 
moved and the intraligamentous fib- 
roid enucelated; and the abdomen 
closea in the usual way. with catgut 
and silkworm gut. This patient had 
no post operative discomfort of any 
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kind; sat up in bed the third day; 
was in wheel chair on fifth day; sut- 
ures were removed on the morning 
of the seventh day, and patient left 
for home that afternoon. At the end 
of two weeks she had resumed her 
duties as chambermaid in a hotel. 

Note: This case demonstrates the 
importance of operating to relieve 
patients of pathological conditions 
which interfere with the performance 
of their duties. 


CASE 5 

Mrs. R. J. B., age 26, white, housewife, 
examination 11/6/24. 

Working Diagnosis—Cholecystitis,- with 
lithiasis. 

Chief Complaint—Began one year ago, 
ten days after baby was born. Attacks 
consist of intense, excruciating pain in mid- 
epigastrium, which radiated to her back and 
into the shoulder. Has had as many as three 
spells a day. At first would get relief by 
taking soda, and then inducing vomiting; 
pain finally subsiding in about an hour, but 
as soon as she ate, pain would start again. 
Eventually had to have hpyo of morphine 
to get relief. Had severe spell about ten 
days ago, which was first spell in three 
months, but patient did not fell well for six 
weeks preceding spell. Feels: better now 
between spells; stomach gives no trouble, but 
at time of spell any kind of food will pro- 
duce pain. Lost 55 pounds during first 
four months of trouble. Has lost ten pounds 
more, bowels very constipated, has some 
soreness in upper abdomen, but has constant 
pain in back. A week after above history 
was taken patient was seized with an acute 
attack of pain in the region of fourth inter- 
costal space anteriorly which pain radiated 
through to back. This attack of pain lasted 
three days. Was accompanied by no rise in 
temperature or pulse rate, nor associated 
with pain or tenderness over gall bladder. 
Not accompanied by any gastric symptoms 
but was most intense‘ and most excruciat- 
ing on any moving of body, i. e., attempting 
to sit up or on deep inspiration; was relieved 
only by hypo of morphine. 

Past History—Acute appendicitis and op- 
eration two years ago, several attacks of 
influenza in 1918, aborted an eight-month 
baby. Had influenza again last winter. Ton- 
sillectomy 12 years ago. Still has sore 
throat. Scarlatina, measles, mumps. Before 
trouble began, menstrual periods were reg- 
ular, now periods are about every three 
weeks. Five pregnancies, first twins, one 
living, and three other living children. 

Physical Examination—Abdomen—Incision 
of old appendectomy—area of marked tend- 
erness along right costal border on deep 
palpation. No rigidity, no tumors palpable. 

X-Ray—‘“In the fluoroscopic examination 
of this stomach we show indentation into 
the outer side of the pylorus, which must 
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have been produced by a distended gall 
bladder. This is shown on the films, al- 
though no other outline of gall bladder was 
obtained. We did not show stone shadows, 
nor any organic defect in stomach or duode- 
num. This finding would be interpreted as 
distended gallbladder, but could not be diag- 
nosed as chronic condition without obtaining 
gall bladder outline.” 

Preoperative diagnosis is chronic 
cholecystitis. Operation under nit- 
rous oxide oxygen novacaine. 

A right upper paramedian incision 
was made, the abdomen explored, 
gall bladder was found to be ad- 
hered to the first portion of the 
duodenum, enlarged, thickened, and 
contained numerous stones of various 
sizes. Exploration of the abdomen 
showed the other abdominal contents 
to be normal. The gall bladder was 
removed in the usual way and a wick 
drain inserted down: to the seventh 
cystic duct, and the abdomen closed 
in the usual way with catgut and 
silkworm gut. 

This patient had some post-opera- 
tive pain, which required a few hypo- 
dermics of morphine, but otherwise 
there was no disturbance. She made 
a very satisfactory convalescence. 
Sutures were removed on the 10th 
aay and the patient left for home 
on the 14th day. She has continued 
to improve in general health and has 
had no discomfort since leaving the 
hospital. 

Note:.. This case demonstrates the 
importance of a careful examination 
to determine with accuracy the diag- 
nosis. This patient had been ill for 
a year, has suffered excruciating 
pain and has been under the care of 
good physicians. 

Not until Dr. Milloy made a care- 
ful examination was a diagnosis de- 
termined and the operation advised 
which will be certain to relieve this 
patient of her trouble. 

The following discussion on the last 
two cases was presented by Dr. 
Milloy: 
DIFFERENTIAL DIAGNOSIS OF 

THE MORE COMMON ABDOM- 

INAL DISEASES 
(By Dr. Frank J. Milloy) 

In attempting to differentiate be- 

tween the more common causes of 
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chronic dyspepsia, namely, peptic ul- 
cer, gall-bladder disease, chronic ap- 
pendicitis and carcinoma, it is prob- 
ably advisable to recall a few statis- 
tics as to the relative frequency with 
which these conditions occur. 

About 20 percent of such cases are 
due to gall-bladder disease; about 1% 
percent are due to peptic ulcer, and 
from 1 to 3 percent are due to car- 
cinoma. The statistics on chronic ap- 
pendicitis are much more favorable, I 
would say probably 5 percent, or less. 

When the element of pain is pres- 
ent in these conditions, it is as a rule 
much easier to arrive at the correct 
diagnosis because the character of 
pain offers some clue as to the case in 
question. For example, if pain is 
present in gallbladder disease, the 
patient gives a history of frequent at- 
tacks of colic in the upper abdomen, 
associated with the stomach, and very 
often requires morphine for relief. In 
case of ulcer, the patient has pain 
which is less severe, but more con- 
stant. The pain which comes on from 
one to three hours after meals, which 
is relieved by the ingestion of food, 
the administration of alkali, or emp- 
tying of the stomach of its contents. 
If pain is present in chronic appendi- 
citis, the patient no doubt has acute 
exacerbations with more or less typi- 
cal symptoms of acute appendicitis. 
The pain of carcinoma is not so typi- 
cal. But pain is absent in the ma- 
jority of cases suffering from chronic 
dyspepsia, and in these instances the 
patient’s symptoms are _ generally 
gastric. 


Very careful clinical history is 
probably the most important factor 
in determining the diagnosis. Peptic 
uleer would be the first condition to 
rule out, and easiest to diagnose, be- 
cause in this the history is probably 
90 percent of the diagnosis. We ob- 
tain the well known syndrome: 

1. The distress coming on from one 
to three hours after meals. 

2. Distress alleviated by the inges- 
tion of food. | 

3. Distress which is relieved by 
the administration of alkali. 
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‘ Distress associated with free 


5. Distress which is absent when 
the stomach is empty. 

Physical examination may reveal 
a finger point area of tenderness in 
the epigastrum. If there is doubt re- 
garding the diagnosis, the therapeu- 
tic test will always determine 
whether or not we are correct. 

If the patient is placed on ac- 
curate ulcer management, that is, 
if the free HCl is controlled at all 
times during the day and night, the 
patient’s symptoms will be relieved 
after two or three days, at most. If, 
after two or three days’ treatment 
there is very little change, if any, 
in the patient’s symptoms, peptic 
ulcer is very likely absent or not 
the cause of his suffering; further- 
more, if he is suffering from any 
other condition and especially gall- 
bladder disease, ulcer management is 
more than likely to make the patient 
worse; that is, he will be unable to 
take the hourly dose of alkali with- 
out producing nausea, and very fre- 
quently, vomiting. 

In gallbladder disease we find the 
chronic type of dyspepsia with food 
selection, early distress after seating, 
gaseous indigestion, belching. Epi- 
gastric distress radiates through the 
back and right shoulder blade: there 
is also a history of bilious spells, or 
attacks of acute indigestion. 

Two clinical types of disease pres- 
ent themselves in the taking of such 
histories: (1) Attacks of gallstone 
colic for years and then the gradual 
onset of chronic dyspepsia; (2) 
chronic dyspepsia with attacks of 
acute indigestion, and later the se- 
vere biliary colic. 

The fact that gallstones may be 
present without causing attacks of 
colic is well known. Many surgeons 
now believe that they cannot def- 
initely diagnose the condition of gall- 
bladder by inspection and palpation: 
they. recognize that the diagnosis and 
surgical treatment of gallbladder are 
In many cases based upon a careful 
clinical history and diagnosis reached 
by study and exclusion before the 
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abdomen has been opened. If the 
careful diagnostician says the gall- 
bladder should be removed on the 
clinical and physical evidence, the 
surgeon must seriously consider his 
responsibility in saying that the gall- 
bladder appears normal and leaving 
it alone. If the clinical evidence is 
good, and there is no evidence of 
other causes for the patient’s suffer- 
ing, the surgeon will probably re- 
move the gall-bladder. 

In regard to x-ray findings, the 
latest statistics show that gall-blad- 
der is demonstrable in 40 percent of 
cases proven pathologic at operation. 
A method of examination which will 
show existing trouble in only 40 per- 
cent of cases gives very poor nega- 
tive evidence to guide the diagnosti- 
cian. We can only say if the x-ray 
is negative, we must disregard the 
x-ray. These statistics do not in- 
clude the indirect signs of gall-blad- 
der disease, such as indentations into 
the stomach or duodenum produced 
by distended gall-bladder. We have 
found on repeated occasions of late 
where Dr. Watkins has reported this 
as the only demonstrable finding on 
x-ray examination that the gall-blad- 
der is diseased at operation. 

X-ray statistics for ulcer vary from 
20 percent to 85 percent. I will only 
say that in many cases of suspected 
ulcer, it requires the x-ray exam- 
ination, along with the clinical his- 
tory and laboratory examination, of 
the stools and stomach contents, and 
even the therapeutic test before we 
are certain of the diagnosis. 

The difficulty in these cases is, 
however, very often that more than 
one condition is present in the stom- 
ach. Statistics show that 15 percent 
of chronic peptic ulcer have some 
degree of gallbladder infection, by 
extension from the ulcer. In such 
cases it is very necessary to recognize 
ulcer symptoms and to determine 
whether relieved by the ulcer treat- 
ment. If chronic appendicitis can be 
demonstrated by the x-ray, or if defi- 
nite tenderness can be elicited over 
the appendix, or if chronic dyspepsia 
is present, and upper abdominal dis- 
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ease is ruled out, it is sometimes safe 
to make diagnosis of chronic appen- 
dicitis. Forty percent of gallbladder 
disease show appendix involvement. 

However, about one-half of the pa- 
tients who complain of chronic dys- 
pepsia have had their appendix re- 
moved without relief. On the other 
hand, many cases of chronic appen- 
dicitis in whom the appendix is not 
demonstrated in the x-ray continue 
to suffer from gastric symptoms until 
an acute attack develops, or until the 
appendix is discovered during ex- 
ploratory operation, or during opera- 
tion for some other condition. 

Gastric carcinoma presents in its 
early stages more laboratory findings 
on which to base a diagnosis than 
any other of these conditions. About 
forty percent are engrafted on an old 
gastric ulcer. 

_ Carcinoma of the stomach or intes- 
tines always bleed into the bowel. If 
other causes are excluded, and re- 
peated stool examinations are positive 
for occult blood by Weber, this of- 
fers one of the most conclusive find- 
ings for diagnosis of cancer. In cases 
where cancer is developing in the site 
of ulcer, if these patients are placed 
on accurate ulcer management and 
blood does not disappear from stool 
within ten days to two weeks, there 
is very probably cancer developing. 
Immediate exploratory operation 
should be insisted upon. If one waits 
for the symptoms of obstruction with 
lactic acid, Boas-Oppler bacilli pres- 
ent in the stomach contents, or until 
the cancer is demonstrated by the 
x-ray, the diagnosis has been made 
too late to operate and save the pa- 
tient’s life. 

There are other early symptoms in 
carcinoma which are very suggestive, 
such as anorexia, nausea and vomit- 
ing, low gastric acidity and distress 
which is not relieved by the adminis- 
tration of alkali. In these cases if 
we are certain that the stomach 
lesion is present, and syphilitic ulcer 
has been eliminated, the condition is 
very suggestive of carcinoma. 

In cases where free HCl is absent 
from the gastric juice, it is necessary 
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to determine whether or not we are 
dealing with achylia gastricia or with 
a stomach which has ceased to se- 
crete HCl. If rennet is absent from 
the gastric juice, we are dealing with 
a case of true achylia gastricia; if 
rennet is present, we are dealing with 
a case in which free HCl has been 
present in the stomach at some for- 
mer‘time. If some constitutional dis- 
ease is not present, carcinoma of the 
stomach is very lilkely to be devel- 
oping. 

.One other rather common condi- 
tion, sométimes present in itself and 
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sometimes associated with any of the 
above conditions, is entero-spasm, and 
irritable colon. The attacks of pain 
may occur in this condition with all 
the severity to resemble biliary colic. 
However, this condition can be very 
readily recognized if the patient is 
seen in the acute attack. If a test 
enema is given, that is, an enema of 
at least two or three quarts of water, 
this will distend the spastic condition 
of the colon and the patient will be 
relieved at once. The same result 
can be obtained by giving a barium 
enema under the fluoroscope. 


MEDICAL CLINIC ON 


GASTRIC ULCER 


DR. F. J. MiLLOY 
(Given at St. Joseph’s Hospital During ge of the Southwest Medical 


and Surgical Association, November 


The following cases of peptic ulcer 
which have been treated by the regu- 
lar ulcer management, as outlined by 
Sippy in Oxford Loose Leaf Medicine, 
Nelson’s Loose Leaf Medicine, the 
Medical Interpreter, and numerous 
other publications, were shown. 
CASE No. 1. UNCOMPLICATED GASTRIC 

ULCER 


H. S.: Salesgirl, age 21 years. 

Stomach trouble began about four months 
ago. Gnawing pain in the stomach which is 
not present in the morning, but comes on 
about 11:30 a. m. Has lunch at 1:30; pain 
seems to be relieved, but comes on again 
about 3 o’clock in the afternoon and lasts 
until about 4:30. Had to quit work twice 
in the afternoon. The pain seems to be more 
severe in the afternoon than any other time 
of the day. Has often noticed gnawing 
about 6 or 6:30 in the evening. Has dinner 
about 6:30 and always seems to feel better 
after eating, but. about one hour later the 
pain begins again. The pain would ease up 
when she went to bed until the past three 
weeks, when it has lasted until almost mid- 
night, keeping her awake, and sometimes has 
kept her awake most of the night. Often 
has gas after supper, which is relieved by 
taking soda, one level teaspoonful. Bowels 
are very constipated; belches a great deal; 
vomited once. 

Physical Examination: Patient is poorly 
nourished female about twenty-one years of 
age and is apparently suffering some pain. 
No evidence of jaundice. Teeth are in good 
condition. Tonsils are enlarged. Heart and 
lungs are normal. Has marked tenderness 
across upper abdomen. No rigidity, no pal- 
pable tumor, no abnormal reflexes, no 
adenopathy. 
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Laboratory Findings: X-ray—‘X-ray ex- 
amination of this stomach with barium meal, 
checked on the second morning with a re- 
examination, shows a constant filling defect 
on the inner side near the pylorus, having 
the characteristic appearance of ulcer. We 
found nothing suggestive in the ileo-cecal 
region, although the appendix was not visual- 
ized at any time. However, the cecum was 
movable and there was no definite tender- 
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ness.” 
Urine: Negative. 
Ewald: Free acid, 15; total acidity, 40; 


trace of blood by Weber; microscopic exam- 
ination negative. 

Wasserman: Negative. 

This case followed the regular ul- 
cer management, the first three weeks 
in bed. She has had none of the pain 
since the first day of treatment. 


CASE NO. 2. PYLORIC ULCER WITH 
OBSTRUCTION 

J. H.: Male, age 29 years. 

History of Complaint: Began about five 
years ago. Has a burning distress in the 
abdomen which comes on any time from one 
to six hours after a meal. Never is relieved 
until he vomits. This always gives complete 
relief. This distress comes on both fore- 
noon and afternoon. Seldom, if ever, comes 
on in the evening, but ever since trouble be- 
gan and every night during the past three 
months he has been awakened between twelve 
and three in the morning with the distress, 
at which time it is most severe, and he al- 
ways vomits before he gets any relief. Vomits 
part of his evening meal at this time and 
always a large amount of bitter fluid con- 
tents. Has vomited food he ate eighteen 
hours previous. Never vomited blood. Acid 
foods like tomatoes and onions always pro- 
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duce distress. Meat does not always cause 
it. Bowels have been constipated ever since 
trouble began. If he takes soda at the time 
distress is present, always vomits. 

Previous History: Was gassed in France 
in 1918. Has severe sore throat which re- 
sisted all treatment in 1920 and had x-ray 
of chest made which was diagnosed active 
pulmonary tuberculosis. Coughs a great deal 
now and raises considerable sputum. Runs 
afternoon temperature of 98 to 100 ma- 
jority of time. Had tonsils removed while in 
service. Had measles and malaria during 
early life. 

Physical Examination: Patient is a fairly 
well nourished male about thirty years of 
age. Skin is clear, no evidence of jaundice. 
Head and neck are negative. Throat shows 
evidence of chronic inflammation. No evi- 
dence of tonsils. Chest: Some retraction in 
both supraclavicular and __ infraclavicular 
spaces; no impairment of dullness; lung bor- 
ders normal; no rales. Heart: No enlarge- 
ment; no murmurs. Abdomen: Marked ten- 
derness to right of umbilicus extending from 
upper quadrant and well down into lower 
derness to right of umilicus extending from 
upper quadrant and wel Idown into lower 
quadrant; colon palpable but not tender on 
left side; no rigidity, no palpable tumor. Re- 
flexes: Knee jerks considerably accentuated. 
Eyes: Pupils, equal; react quickly to light 
and accommodation, but some rebound. In- 
guinal adenopathy quite marked, but no other 
appreciably enlarged glands. 

Laboratory Findings: X-ray Examination: 
“The barium meal examination of this pa- 
tient’s stomach showed normal cap and fair- 
ly constant filling defect just proximal to the 
pylorus on the lesser curvature, apparently 
extending into the pyloric ring. On only one 
of the series of films did we reproduce the 
fluoroscopic appearance and on none of the 
films was the cap properly outlined, although 
this seemed to be normal under the fluoro- 
scope. There is, however, a fairly constant 
defect on the inner side of the cap on the 
films and we would not be at all surprised 
that this patient has a duodenal ulcer, even 
though there was not'seen under the fluoro- 
scope. Appendix was outlined at six hours 
being rather long, irregularly filled and with 
some sensitiveness. At twenty-four hours 
the colon was empty, appendix containing 
— portion of barium in the distal por- 
ion. 

The radiograph of the chest showed some 
abnormal density in the upper lobe, espe- 
cially marked over the left apex and first 
interspace, the shadows not being definitely 
characteristic of active disease.” 

Ewald: Amount, 6 oz. Free acid, 35; 
total acidity, 48; blood test, negative by 
Weber. Microscopic examination, negative. 

This patient was placed under reg- 
ular ulcer management, with the first 
three weeks of absolute rest. He has 
had no pain and has not vomited 


since the treatment first began. 
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At the beginning of treatment 
there would be a residue in the stom- 
ach at 9:30 at night of from 15 oz. 
to 30 oz., while the patient was tak- 
ing only his medicine and the milk 
and cream. At the end of the three 
weeks, at which time he was taking 
four daily feedings, the 9:30 residue 
was reduced to 3 or 4 oz., containing 
no free HCl. 

After following his treatment for 
four weeks, even though all gastric 
symptoms were relieved, this patient 
did not gain weight and did not se 
to improve in strength as he should. 
He had had a diagnosis of active 
pulmonary tuberculosis made in the 
east in 1918, following which time 
he went to Denver and had the diag- 
nosis confirmed. Later, he came to 
Phoenix with the same complaint. 
The x-ray of the chest showed def- 
ininte evidence of pulmonary tuber- 
culosis, which appears to be arrested 
at the present time. Physical exam- 
ination does not reveal activity. A 
provocative Wassermann was made 
and returned 3 plus. 

This case is interesting from the 
fact that even though this patient 
has had syphilis, his tuberculosis has 
become arrested. Also, from the fact 
that he has a definite peptic ulcer 
which was completely relieved by 
ulcer treatment and apparently has 
no relation to his lues. 

His treatment for the latter con- 
dition is now beginning. 

CASE NO. 3. DUODENAL ULCER -WITH 
IRRITABLE COLON 


R. J. M.: Male, age 37 years. 

History of Complaint: Patient says he 
has had stomach trouble ever since he had 
typhoid fever at 16 years of age. Occurred 
in spells every three or four months and 
lasted about a week each time. Developed 
pulmonary tuberculosis in 1913, and since 
that time has had almost continuous trouble. 
It consists of a burning gnawing distress in 
pit of stomach, accompanied by sourness 
which comes on two or three hours after eat- 
ing. Comes in forenoon, also in afternoon 
and at bedtime. For years has been awak- 
ened about two a. m. with distress. During 
past three months always takes bottle of 
milk to bed with him, which always re- 
lieves the distress. Stomach always feels 
better with something in it and bothers him 
most when it is empty. Has been consti- 
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pated for past few years. A physic always 
makes him feel worse on the following day. 
Has a tenderness in left lower quadrant 
which is made worse by a physic, and when 
bowels don’t move satisfactorily. Takes ene- 
mas most of the time. Does not recall hav- 
ing black, tarry stools. 

Previous History: Typhoid at 17. Devel- 
oped tuberculosis in 19138. Had one severe 
pulmonary hemorrhage in 1914. 

Laboratory Findings: | examination 
of this patient’s colon with a barium enema 
showed normal contour and position without 
filling defects suggestive of pathology. We 
would not consider that there is a ptosis 
present. 

Radiograph of the chest shows old chronic 
cavity at the left apex with fibrous pleura 
and slight fetraction of the heart into. the 
left side. On the right side there are old 
discrete fibrous densities at the apex and at 
the hilus, the shadows present being chiefly 
those of healed tuberculosis. 

In the fluoroscopic examination of this 
stomach for possible ulcer, we found definite 
deformity on the posterior surface of the 
cap, with the patient properly angled, to see 
this side of the cap. This ulcer, as we an- 
ticipated, is not plainly shown on the films, 
but it was quite evident under the fluoro- 
scope.” 

Ewald: Amount 4 oz. Free hydrochloric 
acid, 49; total acidity, 68; blood test, posi- 
tive; microscopic examination negative. 

Stools are positive for occult blood by 
Weber. 

This patient was placed on the reg- 
ular ulcer management, but his colon 
was so irritable that he developed 
profuse diarrhea while taking the No. 
1 Powder, so we omitted the soda 
bicarbonate and gave him only cal- 
cium carbonate grs. 30, according to 
schedule. His gastric symptoms dis- 
appeared at once, but he had consid- 
erable disturbance with the bowels. 

At the end of two weeks, with the 
aid of one to three tablespoonfuls of 
petrolagar daily, his bowels move 
without the aid of an enema, al- 
though considerable soreness per- 
sisted. 

At the end of three weeks, when 
green vegetables were added to his 
diet, the bowel condition is almost 
completely relieved. The stools are 
normal in every respect, and he ex- 
periences only slight discomfort in 
the morning before his bowels move. 

This case is interesting from the 
fact that the patient presented him- 
self complaining only of his obstinate 
constipation, and made no reference 
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to his gastric symptoms; these were 
only elicited after very careful ques- 
tioning. 


CASE NO. 4. GASTRIC ULCER WITH 
ACUTE HEMORRHAGE 

A. P. L.: Male, age 46 years. 

Patient never was sick in his life until four 
days before entering hospital, at which time 
he vomited a large quantity of blood and 
then fainted. 

A few times during the past two weeks 
the patient says he had some discomfort 
in the abdomen, coming on about an hour 
after breakfast, and also after dinner, but 
never in the evening. 

Before entering the hospital the following 
x-ray report was made: 

“X-ray examination of this stomach showed 
well marked filling defect on the lesser 
curvature, just promimal to the pylorus. This 
is in the form of a deep incisura, lying just 
beyond a niche. Patient had had milk about 
an hour before coming for examination, so 
that it was necessary to repeat it. On re- 
examination the same filling defect was 
found, so that this is undoubtedly a well de- 
veloped pyloric ulcer.” 

Upon entering hospital physical examina- 
tion showed head and neck negative, except 
teeth showed marked pyorrhea; heart and 
lungs negative. Some tenderness across up- 
per abdomen; no rigidity; no palpable tu- 
mors, skin clear; no adenopathy or abnormal 
reflexes. 

Upon entering the hospital the patient was 
practically in shock. With the history of 
vomiting blood, he was placed on regular 
ulcer management after hemorrhage—that is, 
he was given alkali every 30 minutes during 
the day and every hour at night from 9 
p. m. until 7 a. m. The stools, upon entrance, 
were the typical black, tarry stools produced 
by the presence of blood. 

The blood count at that time showed: 
Hemoglobin, 40 percent; red cells, 2,540,000; 
leukocytes, 8300; urine was normal. 

Two weeks from the date of entrance, the 
stools were negative for occult blood. 

At this time the 9:30 aspiration of the 
stomach was taken and patient had prac- 
tically no residue. It is deemed inadvisable 
to use the stomach tube in cases of acute 
hemorrhage until after the patient has been 
on treatment for ten days to two weeks, for 
fear of Saotenes the clot either with the 
stomach tube or by retching on the part of 
the patient during the operation. 

At this time Ewald test was made; amount 
recovered, 3 oz. Total acidity, 80 percent; 
hydrochloric acid, 63 percent. Blood test, 
negative by Weber. Microscopic examination 
negative. 

After one month of treatment the follow- 
ing laboratory examination was made: 

“Fluoroscopic examination of this patient’s 
stomach showed the same filling defect on 
the lesser curvature, which we observed a 
month ago. The films taken at this time 
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also show definite indentation deformity from 
gallbladder pressure upon the outer side of 
the pylorus. We believe the element of 
gallbladder disease should be considered. 

Radiographs of the teeth show an extensive 
alveolar infection involving all the teeth.” 

Blood: The Wassermann reactions were 
negative. Red cells, 3,410,000; hemoglobin, 
40 percent. 

This case is interesting from the 
fact that the x-ray shows an old 
chronic pyloric ulcer which no doubt 
has been present for years, but has 
never given any symptoms until the 
hemorrhage occurred. 

The second x-ray report gives evi- 
dence of enlarged gallbladder. This 
has probably resulted from extension 
of the infection from the ulcer. How- 
ever, the patient has no symptoms re- 
sulting from it. 

At this time patient feels perfectly 
well, although he has not regained 
his strength. 

If you will note, there has been 
quite a perceptible increase in the red 
cells, although no increase in_ the 
hemoglobin. Probably there will be 
no change in this until the patient 
can eat more green vegetables and 
red meat. 

This patient will have all of his 
teeth extracted. 

CASE NO. 5. EARLY GASTRIC ULCER 
P. G. G.: Male, age 29 years. ” 
History of Case: Typhoid fever as a child, 

and mumps. Influenza 1918; 
no sequels. Hemorrhoidectomy 1921. Pre- 
vious to operation bowels constipated. Last 
three years bowels have moved regularly ; 
constipated again past month. Appetite good; 
has always been fond of sweets, and has 
been in the habit of “piecing” between 
meals. Sleeps well; had disturbing dreams 
during summer. Has frequently drunk to ex- 
cess, but has taken no alcohol past six 
months. Smokes cigarettes. No venereal 
disease. 

First signs of deranged digestion last May, 
following a “spree”. Ate nothing for two or 
three days. Since then has periods when 
stomach was sour, with periods of normalcy. 
No. nausea or vomiting. Sourness relieved 
by soda bicarbonate. Since September this 
symptom has been almost constant, accom- 
panied by gas in stomach and _ intestines. 
Feels more comfortable immediataely after 
taking food. Soreness on pressure on right 
side of abdomen on level with umbilicus, dur- 
ing past week. Has also had severe head- 
aches the last few days; pain chiefly at back 
of head. 
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During the summer has decreased amount 
of carbohydrates eaten. For past month and 
half has taken no meat except bacon. 
Wednesday, October 8th, to Monday evening, 
October 13th, took only miik. Still had gas 
and burning symptoms. Monday evening 
vomited for first time, after eating eggs. 

When present stomach condition first be- 
gan, discomfort came on about two to three 
hours p. c. Recently the sourness has been 
coming on 30 minutes p. c. 

Physical Examination: Patient is young, 
well nourished male. No evidence of jaun- 
dice. No apparent suffering. Head and 
neck negative. Tonsils enlarged. Heart and 
lungs normal. Abdomen: Some tenderness 
on deep respiration, to right of umbilicus; 
no rigidity; no palpable tumors. Eyes react 
to light and accommodation. No adenopathy. 
Blood: Wassermann tests negative. Some 
slight tenderness in region of cecum; other- 
wise negative. Stools negative for blood by 
Weber. 

Laboratory Findings: “X-ray examination 
of this stomach with barium meal showed 
the stomach high transverse position, with 
considerable evidence of spasm, producing a 
temporary hour-glass deformity. This, how- 
ever, soon relaxed and the pylorus and duo- 
denum outlined. We found no visible filling 
defects in pylorus and duodenum at either 
one of two barium meal examinations. Pa- 
tient complained of a definite sensitiveness 
which localized over the outer side of the 
cecum. The cecum was freely movable and 
appendix not outlined, so that we could not 
determine definitely the significance of this 
tender spot.” 

Ewald: Free acid, 45. Total acidity, 61. 
Blood test, negative by Weber; microscopic 
examination, negative. Stool: Blood test, 
negative. Blood: Wassermann reactions were 
negative. 


_ Even though this patient’s history 
is not very definite, the fact that he 
suffers from sourness and regurgita- 
tion of food from one to two hours 
after meals and of late coming on as 
soon as three minutes, combined with 
the evidence of the marked spasm in 
the cardia of the stomach, makes it 
quite evident that he must have an 
early ulcer in the body of the stom- 
ach, which is not in a position where 
it can be demonstrated by the fluoro- 
scope. 

At the end of three weeks he is 
following almost a general diet and 
has no sourness whatever, but occa- 
sionally, two or three hours after a 
meal, he regurgitates a small amount 
of his food, once or twice. This is 
evidence that his ulcer has been in a 
very acute stage. . 


| 
i 
q 
\ 


DECEMBER, 


1924 


CASE NO. 6. DUODENAL ULCER WITH 
MARKED PLOVOSPASM, CAUSING A 
HIGH GRADE PYLORIC OB- 
STRUCTION 


History of Case: Malaria in 1906. Spinal 
meningitis in 1913. Ill in bed five months. 
Health has not been so good since then. Has 
a “dead feeling’ mentally and physically. 
Appendectomy in 1922. Patient states he 
had had chronic appendicitis since attack of 
meningitis. Bowels extremely constipated, 
even when laxatives are taken. This condi- 
tion has existed for five years. Appetite 
not good. Usually sleeps well. Mother died 
with “quick consumption”; otherwise, family 
history negative. In 1913, weight i187 
pounds; present weight about 157 pounds. 

Has had-indigestion almost continuously 
since attack of meningitis in 1913. Appen- 
dectomy in 1922 relieved condition for about 
eight months, when obstipation occurred, and 
symptoms of indigestion recurred. Has had 
a continuous “hurting pain’ in abdomen dis- 
tended with gas and sore on pressure. Pain 
immediately after eating solid food, due, 
patient feels, to pressure of stomach con- 
tents. Dull “hurt’’ at back of head, at same 
time. Belches gas considerably, very sour. 
Past ten days (previous to admission) had 
been unable to retain solid food, vomiting 
about half an hour after eating. Has been 
able to work until admission. Careful gen- 
eral diet. 

Physical Examination: Patient is a fairly 
well nourished male, about 35 years of age. 
No evidence of jaundice. Has an anxious 
look, as if enduring considerable pain. Head 
and neck negative. Throat not seen. Teeth 
in good condition. Lungs are negative; 
heart not enlarged; no murmurs. Abdomen: 
Scar of appendix incision. Some tenderness 
with point of maximum tenderness to left of 
midline just below level of umbilicus. No 
tenderness over gallbladder; no rigidity; no 
tumors; no abnormal reflexes. Eyes react 
to light and accommodation. No adenopathy. 

Laboratory Findings: “In our x-ray ex- 
amination of this patient’s stomach with 
barium meal we did not at this first examina- 
tion outline the duodenum on account of 
spasm, but at the second examination with 
careful position of the patient, duodenal cap 
was outlined and shown to be quite irregular 
in shape and very hypermotile. The irregu- 
larity is the typical contractural deformity 
of old ulcer. There was no delay in empty- 
ing the stomach, the meal at six hours being 
entirely in the ascending colon.” 

Ewald: Amount, 6 oz. Total acidity, 50 
percent; free hydrochloric acid, 42 percent. 
Blood: Negative. Blood test on stools. Strong- 
ly positive. Urine: Normal. Blood count: 


Hemoglobin, 90 per cent; red cells, 5,000,- 
000; leukocytes, 11,300. 

This patient was placed on the reg- 
ular ulcer management. At 9:30 p m. 
at the beginning, he had a residue of 
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30 oz., which at times contained free 
hydrochloric acid. He was given 60 
grs. of Powder No. 1 every hour fol- 
lowing the 9:30 aspiration until mid- 
night, at which time his stomach was 
aspirated again. At the beginning, 
6 to 8 oz. would be recovered from 
the stomach at midnight; at the end 
of two weeks the midnight aspiration 
was reduced to a few cc. The 9:30 
aspiration still continued, ranging 
from 8 to 16 oz. At the end of four 
weeks, the 9:30 residue was reduced 
to a few cc. containing no free hydro- 
chloric acid, and the hourly dosage of 
powder was omitted after 9:30. 

At this time the patient left the 
hospital completely relieved of all 
gastric symptoms and was following 
a fairly general diet, and gradually 
growing stronger. 


BOOK REVIEW 


HUMAN CONSTITUTION. A considera- 
tion of its Relationship to Disease. By 
George Draper, M. D., Associate in Medicine 
at Columbia University, New York City. Oc- 
tavo of 345 pages with 208 illustrations and 
105 tables. Philadelphia and London. W. B 
Saunders Co., 1924. Cloth, $7.50. 


Since the time of Hippocrates many writers 
have described certain types of individuals 
in whom various diseases were to be sus- 
pected. Perhaps all physicians have, con- 
sciously or unconsciously, recognized certain 
individual characteristics, and their recogni- 
tion has been an aid to diagnosis and treat- 
ment. Familiar to every physician is, for 
example, the tuberculous type, the gallstone 
type and others. Since Marie recognized 
acromegaly by the changes in distant struc- 
tures the studies of the internal secretions 
have given to the study of the human body 
a tremendous impetus. In this work Draper 
attempts to find out by methods of precision 
what it is all about. He considers that there 
are four “Panels of Personality” which are 
available for study, the anatomical, the 
physiological, the psychological and the im- 
munological. This work deals with the hu- 
man body from the morphological standpoint. 
Its object is to correlate anatomical charac- 
teristics with disease. [Essentially it is a 
meticulous study of the physical character- 
istics of a group of individuals including pa- 
tients with gallbladder disease, pernicious 
anaemia, tuberculosis, asthma, gastric and 
duodenal ulcer and nephritis and hyperten- 
sion. It is a lead to investigation in the vast 
field of disease potentialities, and their im- 
portance in diagnosis and in preventive medi- 
cine. 
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THE HERNIA QUESTION 
The following report of the Special 
Committee on Industrial and Occupa- 
tional Hernia was presented at the 
Tenth Annual Session of the Medical 
& Surgical Association of the South- 
west, at Phoenix, November 6th, 


. 1924, and the recommendations of 


the Committee were adopted, without 
dissenting vote, as the expression of 
the Association and its members on 
the subject in question. Careful per- 
usal of the report by all members of 
the medical profession of the South- 
west is requested. 


REPORT OF SPECIAL COMMITTEE 
ON TRAUMATIC AND INDUS- 
TRIAL HERNIA 

Dr. C. R. Swackhamer, Superior, 
Ariz., Chairman. 

Dr. F. C. Diver, Dawson, N. M. 

Dr. George A. Bridge, Bisbee, Ariz. 

Dr. R. L. Ramey, El Paso, Texas. 


Dr. F. T. Hogeland, Cananea, Mex- 
ico. 

Submitted to the Medical and Sur- 
gical Association of the Southwest, 
Phoenix, Ariz., Nov. 6, 1924. 

The committee to which was re- 
ferred Traumatic Hernia, after care- 


fully considering the subject and in- 
vestigating the literature, find that 
it has been thoroughly covered in a 
treatise prepared by a special com- 
mittee of the Medical and Surgical 
Section of the American Railway As- 
sociation. We therefore wish to sub- 
mit briefly their report and findings 
and strongly recommend their adop- 
tion by this association. 

Since the first Workmen’s Compen- 
sation Act passed in Germany in. 
1884, traumatic hernia has become 
of great practical importance, but 
no definite attempt has been made 
to standardize our knowledge of 
traumatic hernia, particularly as re- 
gards its etiology. 

The term “traumatic hernia” has 
been used in a very general way to 
include, first, the small group of 
cases in which the hernia is due to 
direct violence; second, an occupa- 
tional or “hernia of effort,’’ which 
includes all of those cases in which 
the hernia appears during heavy lift- 
ing, slipping, falling, coughing, sneez- 
ing or any cause whatever which 
increases the intra-abdominal pres- 
sure; and, third, hernia of weakness 
which is due to abnormal or defec- 
tive development of the abdominal 
wall at the various hernial sites. 
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The first group of cases is so ex- 
ceedingly rare that it may be dis- 
posed of in a few words. In true 
traumatic hernia due to direct vio- 
lence, the tissues must have been 
punctured by some more or less sharp 
object, which has forced its way at 
least through the muscles and fascia, 
if not quite to the peritoneum. The 
third group, hernia of weakness, due 
to congenital weakness through dis- 
ease, causing atrophy of the muscles, 
is also very rare, as weakness alone 
without the presence of a preformed 
sac, rarely results in a hernia, no 
matter how great the intra-abdominal 
pressure. These are practically all 
of the direct type. 


The very large group of cases 
which is ordinarily designated as 
traumatic hernia and which should 
be more properly called occupational 
hernia or hernia of effort, furnishes 
the bases of nearly all of the medico- 
legal or compensation cases of hernia. 
With the rapidly increasing knowl- 
edge of the subject, derived from a 
very large number of operations that 
have been performed in the last 
quarter of a century, our ideas of 
the cause of hernia have gradually 
changed. At present it is almost 
universally recognized that the all- 
important cause of hernia of all vari- 
eties is the presence of a preformed 
sac of peritoneum, known as the pro- 
cessus vaginalis. Russell of Austra- 
lia, through his investigations, has 
forced us to conclude that practically 
all hernias are of congenital origin, 
due to this open pouch of peritoneum 
which has existed since birth. Un- 
fortunately, courts and juries and 
compensation laws, here and abroad, 
have not kept pace with the develop- 
ments of surgery and it is still not 
unusual to see large damages award- 
ed in cases of so-called traumatic 
hernia. Russell maintains that an ac- 
quired hernia does not exist and rec- 
ognized authorities on hernia have 
come to agree with Russell’s conclu- 
sions. 

Sellenings, from an _ investigation 
of the records of the New York Com- 
pensation Board, finds that thus far 
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the commission has considered trau- 
matic hernia as extremely rare, ven- 
turing the opinion that it occurred 
in possibly one of ten thousand cases. 


One of the most recent and on the 
whole judicial discussions of the sub- 
ject of traumatic hernia, is contained 
in a book on Industrial Medicine and 
Surgery, by Harry E. Mock, Assistant 
Professor of Industrial Medicine and 
Surgery at Rush Medical College. 

Mock calls attention to the fact, 
that “the decisions of established 
medicine date back to the pre-com- 
pensation days and were based on 
the testimony of expert authority 
made in the courts of England es- 
pecially, and later in our own courts, 
to the effect that a traumatic hernia 
could only occur from a direct vio- 
lence, resulting in a definite tearing 
or rupture of the abdominal wall. All 
other hernias were claimed to be due 
to congenital defects, preformed sacs, 
and were similar to all other diseases, 
which might occur coincidental with 
occupation but not related to it. He 
states that, naturally few claims for 
traumatic hernia were made, although 
employes in those days, just as fre- 
quently as at the present time, 
blamed their work for the condition. 


The greatly increased number of 
claims for compensation for hernia 
at present, he regards to be due, 
partly, to the new attitude on the 
part of industry, in the direction of 
recognition of certain moral obliga- 
tions, as well as the realization that 
any improvement in the condition of 
employes renders them more useful 
and more efficient. He considers this 
humane attitude of a few industries, 
at the time of the passage of the 
employes compensation acts, was the 
cause of the decisions of various com- 
missions often being at variance to 
those rendered by the courts in the 
past. 

Mock fully agrees with the opinion 
of practically all surgeons who have 
had much experience with hernia, 


that hernias as a result of direct 
violence are very rare, and to include 
those due to other causes, under the 
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same name of traumatic hernia would 
greatly confuse the question. 

Mock has personally observed only 
five cases of true traumatic hernia 
due to direct violence at the point 
where the hernia developed. 

Mock admits that, “The great ma- 
jority of hernias develop slowly, the 
gradual dilatation of a preformed 
sac. The congenital defect or pre- 
disposition is the chief cause for such 
hernias and the relation of natural 
occupation, or of the natural acts of 
ordinary life, are immaterial to their 
formation. These correspond to the 
gradual development of flat-foot, a 
result of faulty shoes, constant stand- 
ing and walking or other natural 
causes; or to the development of 
tuberculosis in employes engaged in 
occupations, which in no wise predis- 
pose to this condition.” 

MacCready, the greatest English 
authority on hernia, states that an 
acquired hernia is never due to an 
accident or single increase of intra- 
abdominal pressure. 

Graser, one of the highest German 
authorities, states that a hernia, com- 
plete in all its parts can never arise 
at the moment of accident or by a 
single increase in the intra-abdominal 
tension, be it ever so great. 

The following is a ruling of the 
California Industrial Commission: 

“The consensus of medical and 
surgical opinion runs to the effect 
that hernia is very rarely, in any 
proper sense, the result of an acci- 
dental injury, that the accident is 
at best no more than the occasion, 
instead of the cause of the malady; 
that the origin of the difficulty is 
congenital, and more in the nature 
of a disease than an injury; that 
every claim for compensation based 
upon an alleged rupture is to be 
viewed with suspicion.” 

The Nevada Commission rules: 

“Medical science teaches now, 
what it has taught for the past twen- 
ty years and is now accepted as a 
medical and scientific truth, corrob- 
orated as such by the foremost sur- 
geons and anatomists in the world, 
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that hernia, or so called rupture, is 
a disease, ordinarily developing grad- 
ually, and is very rarely the result 
of an accident.” 

Hernia is practically always due, 
first, to the presence of a preformed 
sac or open pouch of peritoneum 
which, in the inguinal variety, fol- 
lows the testis in its descent into 
the scrotum, which pouch has failed 
to close in normal way; and, second, 
to the prsence of structural weak- 
ness in the neighborhood of the her- 
nial orifices due to poorly developed 
muscles or fascia. Given these all 
important anatomical causes, which 
are in themselves sufficient in many 
cases to constitute a potential hernia, 
the actual hernia may develop by 
reason of a great variety of existing 
causes; among these may be men- 
tioned the daily increase in intra- 
abdominal pressure, incident to the 
ordinary routine of life, e. g., strain- 
ing at stool, coughing, sneezing, lift- 
ing, etc. The main point that can 
not be emphasized too strongly is, 
that the hernia is never the result 
of a single strain or single increase 
in intra-abdominal pressure, due to 
any of the causes mentioned: on the 
other hand, it is the cumulative ef- 
fect of a great number of strains, 
spread over a considerable period of 
time. In nearly all cases hernia is 
of gradual onset, is rarely accom- 
panied by pain, and most frequent- 
ly remains unnoticed until it has 
reached a considerable size, or until 
some accident or strain by slightly 
increasing the contents of the hernia 
sac, causes it to be noticed for the 
first time. Hence, the accident or 
strain is usually the occasion, which 
first attracts the attention to a her- 
nia, long present but hitherto undis- 
covered. 

At present the situation in regard 
to dealing with the question of trau- 
matic or industrial hernia may be 
described as chaotic. There are, 
however, a few states in which the 
members of the Workmen’s Compen- 
sation Commission apparently have 
made a scientific study of the sub- 
ject before formulating any rules, 
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and, in these states, the subject is 
treated in a most fair and judicial 
way; in other states, however, the 
rulings are apparently based on the 
old and long discarded ideas as to 
etiology of hernia, with the result of 
great financial loss to the interested 
corporations and in the end distinct 
harm to the individuals. 

What then is the remedy? The 
only thing needed to bring about 
greater harmony in the procedure of 
industrial commissions, is to spread 
broadcast a clearer knowledge of the 
well-known medical and_ surgical 
facts relating to the etiology of her- 
nia. We must recognize that medi- 
cal and surgical truths permeate but 
slowly, especially when they have 
to overcome long established tradi- 
tions, too often supported by court 
decisions. The first is to convince 
the commissions and the courts of 
the well established surgical fact, 
that hernia is a disease and not the 
result of an accident. When this has 
been done a radical review of the 
present state laws regarding compen- 
sations in cases of industrial hernia 
will be forthcoming. 

RECOMMENDATIONS 

1. Render proper compensation 
for .all cases of true traumatic hernia 
due to direct violence. 

2. Make a physical examination 
of all applicants for positions in in- 
dustry, no matter in which capacity; 
such examinations will determine the 
fact whether or not a hernia was 
present at the time of examination. 

3. Any case of hernia developing 
in the course of duty, incident to the 
man’s daily work, should be treated 
as a disease due to special anatomical 
weakness on the part of the individ- 
ual, for which the company is in no 
way responsible. If it is considered 
wise under certain circumstances to 
recognize any moral responsibility, 
let it be on an economic or humane 
basis. This moral obligation should 
be understood to be strictly limited 
to such employes who had been 
found apparently free from hernia at 
the time of previous physical exami- 
nation. 
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WELCOME 


The following beautiful editorial 
tribute appeared in the Catholic Ob- 
server, published at Phoenix, Ariz., 
under date of November 8th, 1924. 
It was the intention of the publishers 
to distribute copies of the “Observer” 
at the recent meeting of the South- 
west Association at Phoenix, but they 
issued too late for distribution. The 
publication carried two or three 
pages of information relative to the 
clinics at St. Joseph’s Hospital, and 
the following editorial: 


“In all the ages of the world, and in 
every condition of human existence, the 
physician holds an unique place. Whether, 
as in our own civilization, he represents 
in a particularly personal manner the ad- 
vancement of true science, or, as in the 
vast spaces of the earth in which civiliza- 
tion is hardly more than a name, he unites 
a little knowledge of the natural forces 
with pseudo-priestly functions for the ex- 
orcism of the devils that cause toothache 
and stomach failures, he is a man of mys- 
tery, surrounded by strange potions and 
horriferous cases of instruments the bright- 
ness of which does not detract from our 
knowledge of their sharpness. 


“But in whatever guise he appears, to 
us, he always comes as a man of mercy. 
The specialist, highly trained, the best pro- 
duct of the universities, keeping abreast 
of the times in an unending round of work 
and study, means no more to us than does 
the witch doctor of the Manchurian steppes, 
whose chief remedy is a war dance and 
whose best training consists in the knowledge 
of the therapeutic values of dried lizards, 
mean to the incautious native who has over- 
loaded himself with stewed goat. In each 
case he comes with a promise of relief, 
of surcease of pain, perhaps of the pro- 
longing of life itself. 


“To him, however, who proudly bears 
the name of Christian physician, is given 
the highest place in the estimation of man- 
kind. To unite science with faith, to be 
as jealous of the ethics of his profession 
as of its exactitude of knowledge, to be 
as dependent upon the will of God as upon 
the virtues of the pharmacopeia, to consider 
the service rendered as of greater worth 
than the fee gained or the knowledge dis- 
played—these are the distinguishing marks 
of the physician or surgeon upon whom the 
pan advancement of the art of healing de- 
pends. 


“And so, because it has been demonstrated | 
again and again that the physicians and 
surgeons of the Southwest are pre-eminently 
of this character, they are welcomed by 
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f Phoenix upon the occasion of the present 
_ meeting of their association. This welcome 
is more sincere, perhaps, because the 
' layman knows that he must participate in 
what good comes out of the convention. If 
the great majority of us whose knowledge 
of medicine is simply an uncertain waver- 
ing between the virtues of cod liver oil 
and a mustard plaster, did not have the 
inalienable privilege of developing aches and 
pains without interference, all the —- ur Cordial 
of all doctors the Rel 
worth nothing to them, and if we did not | ations 
on the cellar stairs at regular intervals the Pete e) 
surgeon’s office would be an _ exceedingly y Prompt Us io 
empty place. Extend to You 
“Therefore, a welcome to the physicians of 
and surgeons of the Southwest is always This Goliday 
heartfelt. We are as certain of the extent 
and thoroughness of their knowledge as we Season Sincere 
| are of the fact that we cannot get along SS: CMA et 
without them—doctors and cooks, we believe, eis Wishes for a A 
4 are in this category—and we hope that they i y bs 
will leave Phoenix with as kindly thoughts Merry Christmas § 
of us as we will have of them.” rth ith the B 3! Ne 
with the Hope 
SAVE MONEY ON that the Coming 
| YOUR X-RAY Year twill Bring 
Get Our Price List and Discounts on Quantities yh PAW 


Before You Purchase aX 
HUNDREDS OF DOCTORS FIND WE SAVE THEM 


FROM 10% TO 25% ON X-RAY 
LABORATORY COSTS 


to You Much 
Gappiness and 


AMONG THE MANY ARTICLES SOLD ARE y 
X-RAY FILMS. Duplitized or dental—all standard Prosperity. whi 
sizes. Eastman, Super Speed or Agfa films. All 
Heavy discounts on standard package lots. 
X-Ograph, Eastman and Foster metal backed 
- . Paragon brand for finest work. ° ° eg? 
POTTER BUCKY DIAPHRAGM. Cuts out secondary Wy Wedical Protective Service. aS 
radiation, insuring finer detail and contrast. A x B50) 
BARIUM’ SULPHATE. For stomach k. Fi 
‘or stomach work. nest 
grade. Low price. Special price on 100 pound Ui Medical Protective Contract RY | 
ots. @ “all 
COOLIDGE X-RAY TUBES. 5 styles, 10 or 30 mil- 
liamp.—Radiator (small bulb), or broad, me- hy. Ki A 
dium or fine focus, large bulb. Lead glass shields if He eae 
for radiator type. N 
DEVELOPING TANKS. 4, 5, or 6 compartment stone, Ht A Wa 
; will end your dark-room troubles. Five sizes of zat . 
i. enamel steel tanks. Shipments from Boston, x ZN} 


7, Brooklyn, Chicago or Virginia. 

DENTAL FILM MOUNTS. Black or gray cardboard 
with celluloid window or all celluloid type, one 
to fourteen film openings. Special list and sam- 

f ples on request. Either stock styles or im- 

printed with name, address, etc. 

DEVELOPER CHEMICALS. In bulk or %, 1, 2 and 


; 5 gallon sizes. Paragon, Eastman or X-Ograph. 
a INTENSIFYING SCREENS. Sweetbriar, Patterson or 

T. E. screens alone or mounted in cassettes; re- 
: duces exposure from 6 to 18 times. All-metal 
| cassettes several makes. 


\) 
Ke 


—— GLOVES AND APRONS. High grade, low 
price. 
: FILING ENVELOPES with printed x-ray form. Spe- 
cial price on 2,000 assorted. 
If You Have a Machine Get 
Your Name Py Our Mailing 
st 


GEO. W. BRADY & (0. 
790 Se. Western Ave. CHICAGO 
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St. Joseph’s Hospital 


PHOENIX - ARIZONA 


Fulfills all the requirements of a Class A hospital 


Staff:—Physicians of Maricopa County be- 
long to the “open staff’; other physicians may 
send or bring patients to the hospital, so long 
as the staff rules are adhered to. 


Staff Meetings:—Are held on the third 
Thursday of each month from October to May. 
At these meetings, the clinical work of the hos- 
pital is discussed and means for improving the 
general service suggested. 


Records:—The clinical records are compiled 
and filed in accordance with the requirements 
for Class A hospitals. 


Clinical Laboratory:—Trained technicians 
work under the direction of a medical patholo- 
gist; all routine and special examinations re- 
quired by modern clinical practice are prompt- 
ly performed. 


X-Ray Laboratory:—Every facility for x-ray 
diagnosis and high voltage x-ray therapy, this 
department being in charge of a competent 
roentgenologist. 


With a specially trained dietician working in 
conjunction with the clinical laboratory, this 
hospital invites the reference of cases for meta- 
bolic studies, particularly diabetic patients re- 
quiring the determination of their carbohy- 
drate tolerance and insulin requirements. 


Corner of Polk and Fourth Streets 


(On Indian School Car Line) 
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SITUATIONS WANTED 

WANTED — Salaried appointments for 
Class A Physicians in all branches of the 
Medical Profession. Let us put you in touch 
with the best man for your opening. Our 
nation-wide connections enable us to give 
superior service. Aznoe’s National Physicians’ 
Exchange, 30 North Michigan, Chicago. Es- 
tablished 1896. Member The Chicago Asso- 
ciation of Commerce. 


MEETING OF THE STAFF OF THE 
ARIZONA DEACONESS 


HOSPITAL 
(Phoenix, Ariz.) 

The Staff of the Arizona Deaconess Hos- 
pital met in the Board room of the hospital 
November 22, 1924, at 7:30 p. m., with the 
following doctors in attendance: 

Garrison, Ellis, Couch, Tuthill, Mills, Car- 
son, Goss, McIntyre, Thomas, Smith, McCall, 
Schwartz, Bailey, Goodrich, and Brown. 

Dr. Goodrich, chairman of the staff, called 
the meeting to order. The minutes of the 
last meeting were read and approved. 

Under the head of old business the amend- 
ment to the constitution proposed by Dr. 
Watkins was read, and Dr. Garrison moved 
its adoption; seconded by Dr. Goss. After 
discussion of the amendment Dr. Tuthill 
moved that the chairman of the staff be a 
member of the Program Committee. Sec- 
onded by Dr. Garrison. The amendment to 
the amendment and the amended amendment 
carried unanimously. 

Under the head of new business, Dr. Bailey 
reported that he had brought patients to the 
hospital with reports of required laboratory 
work, all duly signed by a laboratory man, 
and that the hospital had proceeded to do the 
same work again and to charge the patient 
for it; he said further that in his judgment 
this should not be done. Dr. Mills discussed 
the question by saying that while this had 
been the usual thing here, he saw no reason 
for doing laboratory work twice. Dr. Good- 
rich said certainly the patient should not pay 
twice for the same work .when it was not 
requested by the physician. Dr. Couch asked 
if a white blood count is necessary for a 
patient with an acute cold and with a broken 
hip. Dr. Brown said the hospital is a co- 
partner with the doctor in caring for a pa- 
tient and that the hospital must do certain 
routine investigation to properly protect: it- 


se 

Dr. Tuthill moved that the question of lab- 
oratory work being done twice be settled 
by having the chairman of the Staff take 
the question up with the hospital manage- 
ment. Seconded by Dr. Ellis. Carried. 

Dr. Goodrich announced that the hospital 
now had an interne in the person of a young 
woman graduate of the University of Michi- 
gan, Dr. Helen Slaughter. Dr. Goodrich 
asked the question if the interne should write 
progress notes, and should be allowed to pre- 
scribe morphine, and what the staff thought 
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Prescribed 


The 


It is uniform, 
safe and reliable 


EVERY ingredient of the best 
quality, and our superior facili- 
ties and experience as the origina- 
tors insures satisfaction. 

ADVOCATED extensively by the 
medical profession, over one-third 
of a century, in the prescribed 
feeding of infants, invalids and 
convalescents generally. 


Avoid imitations Samples prepaid 


HORLICK’S MALTED .MILK CO. 
Racine, Wis. 


As a General Antiseptic 


in place of 
TINCTURE OF IODINE 


Try 


Mercurochrome-220 Soluble 


(2% Solution) 


It stains, it penetrates, and it 
furnishes a deposit of the 
germicidal agent in the 
desired field. 


It does not burn, irritate or 
injure tissue in any way. 


Hynson, Westcott & Dunning 
BALTIMORE, MARYLAND 
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Special Prescribed Diets Profit by 
the Use of Gelatine 


EEDING-UP diets, diabetic diets;—any diet which 
seeks to restrict the choice or increase the nutrition 
value of foods should make use of Knox Sparkling 
Gelatine. 


Zsigmondy determined that pure gelatine is the most 
powerful of the protective colloids (Zsigmondy, Z. Anal. 
Chem. 40, 1901). 

Added to other foods gelatine not only contributes 
ps natural protein Lysine, but because of its protective 
colloidal action promotes the digeStibility of all the 
other foods. 

For example, take milk, often the most important 
single food element in a mal-nutrition diet. In the 
recent research of the specific uses of gelatine in the 
dietary, conducted by T. B. Downey, Ph. D., Fellow at 
the Mellon Institute, University of Pittsburgh, it was con- 
clusively proved by standard feeding tests that 1% of 
pure gelatine dissolved and added to cow’s milk, will 
about 23% the nourishment obtainable from 
that milk. 


The prescribed formula for modification of milk with 
gelatine is as follows: 

Soak for ten minutes one level teaspoonful of Knox 
Sparkling Gelatine in 14 cup of cold milk taken from 
the baby’s formula; cover while soaking; then place the 
cup in boiling water, stirring until gelatine is fully dis- 
solved; add this dissolved gelatine to the quart of cold 
milk or regular formula. 


FREE—to Physicians and Hospitals 


We shall be glad to send free, upon re- 
quest, scientific reports on the health 
value of gelatine with additional copies 
of the above formula for milk modifica- 
tion, together with valuable recipes for 
gelatine dishes useful in the dietary. 


In addition to the 
family size packages 
of “Plain Sparkling” 
and “Sparkling 


Acidulated” (which SP ARKLING 


latter contains a 

special envelope of NE 
lemon flavoring), GE LATI 
“The Highest Quality for Health” 


1 and 5 
tons tor special Charles B. Knox Gelatine Laboratories from acidin, 
hospital use. 438 Knox Avenue Johnstown, N. Y. wee 
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Chlorine 


| | have, through our dealing with a great many physicians, learned their 
hy} requirements, and experience has taught us what is demanded in the 
hed A use of chlorine gas for use as a therapeutic agent. These are outlined 


iain absolutely safe and trouble proof apparatus. 
Second—Simplicity of adjustment and use. 


Third—An apparatus that permits of treating several patients in a 
chamber or home and also another type with which an individual 
treatment can be given—both to be portable. 


Fourth—Economy of use. 
Fifth—Low cost and long life. 


1. The personnel of the National Re- 
search Laboratories has had long exper- 
ience with chlorine gas, and while the 
dangers connected therewith have been 
greatly magnified there can be un- 
pleasant circumstances connected with 
its application that are guarded against 
in the Gilchrist Chlorine Ejector. It is 
not necessary to have a cylinder of 
Sas in the presence of the patient. 


2. We have stripped the apparatus of 
all unnecessary appurtenances, insuring 
a minimum of effort in its use and the 
least possible adjustment. 


3. The physician will be called upon to 
use one type for treatment in a chamber 
or home when the individual type 
would not be suitable, for instance in 


treating very small children. Many 
physicians due to lack of space can- 
not have a chamber connected with 
their offices. Therefore we have de- 
veloped and placed on the market the 
Individual Type. 


4. There are features connected with 
either type that permit of its use any- 
where, and the greater quantity of pure 
chlorine gas in our cylinders insures a 
very low upkeep cost to the physician. 


5. The initial cost of the Gilchrist 
Chlorine Ejector is positively the 
lowest obtainable. Simplicity of con- 
struction means low manufacturing cost. 
Still there has been no skimping that 
would detract from its efficiency, safety 
or appearance. 


The Gilchrist method of chlorine treatment and the Gilchrist 


Chlorine Ejector were devised 


by Lt. Col. Harry L. Gilchrist of 


the Medical Corps of the U. S. Army. 
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Announcing Improved Types 

placing the original Gilchri blorine Biector on the market we 
| | 

| 

— 

| 


Individual Type $20 
With Two Cylinders $50 
Both Types with Two Cylinders $75 


Individual Type Cflorine Ejector is made of | 


crystal glass and polished hard rubber with no 
metal parts to corrode. Attached is the in- 
haler made of non-corrosive parts. The carry- 
ing case is of mohagony finished wood. 


HE Individual Type of Gilchrist Chlorine Ejector 

designed especially for physicians who find it 

impractical to install a chlorine chamber in their 
offices and also for the additional advantage enabling 
them to furnish to their patient an ejector that may be 
taken to the home or office. 


The simplicity of this device will appeal to the medical 
profession, as the physician or his assistant can 
charge a dozen of these indvidual types in fifteen 
minutes and have them ready for service. 


This type is operated on the same principle as the 
other Gilchrist Ejectors. Only 50 c.c. are needed for 
the hour treatment, being injected into the device 
direct from a cylinder of pure chlorine, the cylinder 
then being laid aside for future use. 


With the outlet apparatus adjusted (suspended about 
the neck, and resting just below the nose of patient) the 
patient opens the control valve, thus permitting the gas 
to seep out over the period of one hour and the gas mixing 
with the air gives just the concentration required. 


When filled this type can be carried to the home or 
office by the patient without any loss of gas, or the 
slightest danger. No complicated adjustment is required 
by the patient and it is absolutely safe. 


TROUBLE PROOF 


EFFICIENT 
ECONOMICAL 
PORTABLE 


Improved ber Type $25 

ith Two Cylinders 
Both Types with two Cylinders $75 
The improved chamber type made of crystal 
glass and polished hard rubber with no met- 
al parts to corrode. The carrying case is of 
mahogany finished wood with compartments 
for two cylinders. 


HIS type is for use in a physician’s gas chamber, 
the hospital, or it may be transported to a home 
and a treatment given there, when the individual 
type is not suitable, (such as in the treatment of small 
children for whooping cough.) 
The physician or his assistant can easily turn into this 
ejector 600 cubic centimeters of pure chlorine gas, 
tighten a valve and the ejector is ready for use or 
transportation. 
Upon entering the chlorine chamber or room in the 
home, the desired initial concentration is turned on, 
depending upon the cubical contents of the room. 
Now by a simple adjustment the device is set to allow, 
for instance a seepage of 400 c.c. during one hour which 
automatically maintains the required concentration, to 
take care of absorption of gas by the patients or fur- 
nishings of the room. 
A chart accompanying the ejector gives required initial 
concentration for any sized room and required amount 
of seepage. 
The chamber ejector has a capacity sufficient for the 
largest room likely to be used. Lesser amounts of gas 
can be employed as the occasion requires. 
With this type it is not necessary to take a cylinder of 
the gas into the home or chamber. It has no complicated 
mechanism; is simple, safe and durable. 


Write for our book on ‘‘The History of Chlorine Gas as a Therapeutic Agent in Certain Respiratory 
Diseases’’, for it will be an interesting and valuable adjunct to your medical library. It contains graphs 
and charts of results obtained covering over 900 cases treated by the Gilchrisi Method. 


Sold by leading Physicians, Supply Houses or direct by 
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her general duties should be. There was no 
discussion of these points. 

Dr. Goodrich also said that the superin- 
tendent of the hospital wished to know if the 
staff would rule that every physician doing a 
curettment in the hospital have a consulta- 
tion agreeing that the curettment should be 
done. Dr. Garrison asked what is the routine 
in Class A hospitals. The chairman said that 
the American College of Surgeons requires 
that there be the consultation. 

Dr. Smith said that the College had not 
classed hospital as A, B, or any other class, 
but that hospitals are either recognized or 
not recognized as having attained certain 
minimum standards. Dr. Smith also said 
that every physician having a case for curett- 
ment should have a consultation. Others 
expressed themselves as favoring the con- 
sultation. 

Dr. Mills wished to know if a consultant 
could be one who is not a member of the 
staff. The general expression seemed to 
be that the interne could serve as a con- 
sultant. Dr. Dysart said it was his custom 
to use his anesthetist as a consultant, in all 
curettments. There was no vote. 

The following page of errors and omis- 
sions in history records was given to each 
member of the staff: 

1. Physical Examination Records. 

(a) Diagnosis written instead of physical 
findings. No data to be found on 
which diagnosis has been based. 

(b) Positive physical findings stated, but 
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no reference made to negative find- 
ings. The inspector of the A. C. S. 
requested that when findings were 
negative such should be stated. 

2. Progress Notes. 

(a) A few of the staff doctors, only, 
make these notes twice weekly as de- 
sired by the inspector. 

(b) General statements occasionally made, 
such as “doing well,” “satisfactory 
convalescence,” when more detailed in- 
formation, referring to the progress 
of the patient in relation to his signs 
and symptoms on admission, is indi- 
cated. 

(c) In post-operative cases no mention 
made of removal of sutures, condi- 
tion of wound, change in drainage, 
ete. - 

(d) The consultations not noted; profes- 
sional opinion and advice seldom 
stated on this record. 

3. Operative Record. 

(a) Pre-operative diagnosis written, but 
frequently no post-operative. 

(b) Names of diseases, particularly ap- 
pendicitis, unmodified by ’’acute,’’ 
”sub-acute” or “chronic.” 

(c) Tissue reports on organs not referred 
to on Operating Room Record. 

(d) In detailed operative statements, note 
may be made that certain organs have 
been removed, and no mention be 
made concerning them in the Post- 
operative Diagnosis. 
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Mobile X Ray Unit 


X-Rays and Professional Reputation 


The professional success of the practitioner is 
in part dependent upon his office equipment. 
If it has been bought solely on its proved 
record, if it comes from a manufacturer who 
lives up to medical and not merely commer- 
cial standardsit willmaintainandeven heighten 
a well-earned professional reputation. 


Conscious of its obligations to the medical 
profession, the Victor X-Ray Corporation 
spends large sums in research which reveals 
new technical principlesand which results in 
X-Rayapparatusof thehighestmedicalstand- 
ard. It realizes that not only the physician’s 
patients must beconsidered, but also the pro- 
fessional reputation of the physician himself. 


Victor Stabilized 
Mobile X-Ray Unit 


The outfit which solves the prob- 
lem of selecting the most practi- 
cal and compact X-Ray appara- 
tus for the physician’s office. It 
is a complete, self-contained unit 
incorporatingthe Victor-Kearsley 
Stabilizer— an exclusive Victor 
feature—which standardizes tech- 
nique and insures good radio- 
phs consistently. This Stabi- 
izer is one of the most important 
X-Ray developments in the last 
decade, having made possible the 
wider use of X-Rays by physicians, 
thru greatly simplified contro! 
ond uniform results. 
Note the large rubber-tired cas- 
ters which make it a truly mobile 
outfit, easily shifted around the 
room. 


Hospitals, too are supplement- 
ing their stationary X-Ray equip- 
ment with this Mobile Unit, find- 
ing it ideal for bedside work in 
cases where the patient cannot 
be conveniently moved to the 
X-Ray laboratory, 


VICTOR X-RAY CORPORATION, 236 South Robey St., Chicago, Illinois 


Territorial Sales and Service Stations: 


DALLAS, Texas: 
2 


VICTOR X-RAY CORPORATION OF TEXAS 
503 COMMERCE STREET 


Los ANGELES CALiF.: 951% S. OLive Street 
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The scientific program follows: 

Dr. Goodrich reported a case of a young 
married woman with a healed pulmonary 
phthisis, and healed stomach ulcer, with an 
abdominal condition as follows: 

An obliterative appendicitis and double 
salpingitis; she was operated and convalesced 
fairly well for several days. She developed 
on the fourth day a parotitis, complicated 
with pernicious vomiting. The stomach was 
washed out at frequent intervals. The vomit- 
ing continued and the patient appeared to be 
in extremes. Patient became delirious, 
with marked symptoms of acidosis and 
nephritis. A duodenal tube was_intro- 
duced and the patient was given fluids 
into the duodenum. The patient miracu- 
lously improved and on the eighth day the 
tube was removed because the patient bit it 
in two. Her convalescence continued to a 
complete recovery. The parotitis was prob- 
ably mumps, as she had been exposed to 
them. i 

Dr. Dysart reported a case as follows: 
Patient was a male student, 19 years of age, 
with pus in urine for three years. He had 
treatment, without improvement, of various 
sorts, such as urotropin by mouth, mercuro- 
chrome intravenously. The x-ray disclosed 
a large stone in the pelvis of the left kid- 
ney. An operation was advised. Heart, 
lungs and abdomen were normal. There had 
never been an attack of renal colic. Was 
operated September, 1924. Kidney was found 
badly damaged and was removed. Recovery 
was prompt and patient left hospital in two 
weeks. A drain was left in for two wekes 
longer. There is still at this date a very 
little occasional drainage from a small sinus 
at site of operation. The pathologist’s report 
reads as follows: 

Examination of kidney discloses a number 
of calculi, two or three fairly large, irregular 
in outline, filling pelvis and calyces and en- 
croaching on parenchyma of kidney. The 
weight of kidney is 86.2 gms., including cal- 
culi which weigh 8.6 gms. Dimension of kid- 
ney: Length, 86 mm.; width, 43 mm.; depth 
at widest point is 43 mm. 

The surface of kidney is irregular in out- 
line, apparently due chiefly to scar tissue. 
Gross section of kidney shows the parenchy- 
ma to be irregular in thickness, varying from 
15 mm. at one pole to two to three mm. 
at opposite pole, which is occupied by cystic 
area. 

Microscopic sections of cortex of kidney 
show an _ inflammatory infiltration, most 
marked in and about the glomeruli, where 
there is thickening of vessel walls and excess 
of fibrous structure, with hyalinization of the 
capsules of glomeruli. Aside from the evi- 
dence of chronic inflammatory change, there 
is no involvement of the cortex. The large 
caculi, and the kidney and the film were dis- 


played. 

Dr. Tuthill suggested that the hospital, or, 
if necessary, the staff provide a shadow box 
for the display of x-ray films. 
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There being no other business, the meeting 
stood adjourned. 


ORVILLE HARRY BROWN, Sec’y. 


STAFF MEETING OF ST. JOSEPH’S 
HOSPITAL 


(Phoenix, Ariz.) 


This was the second regular staff 
meeting of the season, and was at- 
tended by sixteen members of the 
staff and two visiting doctors. 


Twelve clinical records had been 
selected from the files by the Execu- 
tive Committee and were given to the 
first twelve members arriving at the 
meeting, to be discussed and criti- 
cized by them. Some of these rec- 
ords were complete, others glaringly 
imperfect. The important points in 
the record had been reproduced on 
lantern slides by the secretary and 
were exhibited on the screen during 
the discussion of each case. The 
first case had the most complete rec- 
ord, and is reproduced for compari- 
son with the other histories, all of 
which were deficient in some respects. 
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| The Management of an Infant’s Diet | 


Malnutrition, Marasmus, Infantile 


Atrophy, Athrepsia 


Mellin’s Food 8 level tablespoonfuls 
Skimmed Milk (1% fat) 9 fluidounces 
Water 15 fluidounces 


This mixture contains 56.61 grams of carbohydrates, thus supplying material 
that is utilized rapidly for heat ma energy. The predominating carbohydrate is 
MALTOSE, which has the highest point of assimilation of any of the sugars, is im- 
mediately available as fuel and may be safely given in comparitively large amounts. 
The daily injake of protein from the employment of this formula is 15.54 grams, an 
amount calculated to be sufficient to replave depleted tissues and to provide for new 
growth. There is present in the mixture 4.32 grams of salts for replenishing 
inorganic elements. 


The suggested modification furnishes nutrition in keeping with 
the character and amount of food element best adapted to the par- 
ticular demands of infants in an extreme state of emaciation and serves 
well as astarting point in attempting to meet the nutritive requirements 
of these undernourished babies. 


Mellin’s Food Co., "2.5" Boston, Mass. 


Hospital Supplies 
Physicians’ Equipment 
Surgical Instruments 
X-Ray Apparatus 


R. L. SCHERER & CO. 


679 Sutter Street, San Francisco 
736 S. Flower St., Los Angeles 
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CASE 1. DIAGNOSIS OF CEREBRAL 
EMBOLISM 


File No. 5701. F. H.: Parents living and 
in good health; three brothers, ages 16 years, 
14 years and 10 months; one sister died with 
pnuemonia. 

Complaint: Child, 4% years old, with nor- 
mal birth history; when two weeks old, 
mother thought she had “‘spells’’, because she 
got white around the mouth and screamed as 
if in great pain. When two years old had 
a convulsion, remaining unconscious for six 
hours; six months later had another con- 
vulsion, but did not lose consciousness. Dur- 
ing the past two years, child has had two 
or ¢hree choking spells, with vomiting; after 
these spells her entire right side seemed to 
be paralyzed for several hours. Four days 
before entering the hospital, she had a se- 
vere convulsion, lost consciousness and has 
not yet regained this. Entered hospital Sep- 
tember 20. 

P. H.: Scarlet fever two years ago; 
whooping cough 1% years ago; measles at 
six months. 

Physical Exam.: Tonsils enlarged. Teeth 
normal. Neck negative. Lungs normal with- 
out rales or dullness. Apex of heart 1% 
inches outside of mammary line, with right 
border one finger to right of sternum. Both 
sounds present, first roughened and harsh, 
but no bruit; second pulmonic accentuated; 
rhythm irregular. Liver and spleen not pal- 
pable; no tumor. G. U., skin, bones, joints 
all negative. No adenopathy. Pupils mark- 
edly dilated, contracting slightly to strong 
light. Right arm and right leg in spastic 
contraction; knee jerks sluggish, marked 
ankle clonus on right side, suggestive on 
left. Babinski slightly positive on right, neg- 
ative on left. Oppenheim, Gordon and Chad- 
dock negative. Marked twitching of left side 
of face. 

Laboratory: Sept. 20, wh. ct., 12,000, 81 
percent polys; on 26th, 17,900, 77 percent 
polys. Urine has trace of alb., hyaline and 
granular casts. Blood Wassermann negative. 
Spinal fluid Wassermann one plus positive; 
no inc. in cells; globulin negative; gold chlo- 
ride negative. 

X-ray of chest showed no evidence of ab- 
scess or consolidation; heart diameters en- 


rged. 

T. 99.2 to 103; P. 80-100; R. 20-28. 

Progress: Coma gradually became less un- 
til she seemed to recognize her parents, but 
the paralysis did not ¢hange during stay in 
hospital. 

Dr. Holmes considered this a good his- 
tory; to the suggestion that this is a picture 
of syphilis, with possible embolus from syphi- 
litic endocarditis, Dr. Holmes did not agree; 
evidently there was something wrong from 
birth; there were transitory illnesses, and in 
the last attack actual paralysis. Could not 
improve on the diagnosis of cerebral em- 
bolus. Dr. Mills did not think the laboratory 
findings justified diagnosis of cerebro-spinal 
syphilis. 
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CASE 2 (5677). DIAGNOSIS OF 
BILATERAL PYONEPHROSIS 

Discussed by Dr. Sweek: No history or 
physical findings appear on the _ record, 
which would suggest an indication for cys- 
toscopy and pyelography. Pain after urinat- 
ing, with nausea and dizziness, and normal 
urine, with normal blood count and normal 
temperature are not sufficient indication 
for cystoscopy which is a major procedure. 
Ureteral catheterization showed pus cells 
from right side, and pyelogram showed some 
slight abnormality with calyces. Staphylo- 
cocci from both kidneys are suspicious of 
contamination, because a bilateral staphylo- 
coccic infection of the kidneys would make 
a much sicker patient than this was. There 
are no recorded indications for the cysto- 
scopy and insufficient findings to justify 
the final diagnosis of pyonephrosis. 

CASE 3 (5758). ACUTE APPENDICITIS 

Discussed by Dr. Couch: Fairly good, 
though brief history. Interesting point was 
that the pain was left sided all the time. 
History states that patient had three at- 
tacks of appendicitis during past four years; 
it is not proper to record diagnosis of the 
patient in his history, the symptoms being 
the items to be placed down. History of 
pulmonary tuberculosis for years, though the 
physical examination only mentions “moist 
rales on right side.”” This is insufficient ex- 
aminations of the chest for a tuberculous pa- 
tient about to be operated on. White count 
was 20,200 with 85 percent polys. 

Preoperative diagnosis correct. 

CASE 4 (5705). CHRONIC APPENDICITIS 
AND CHRONIC CHOLECYSTITIS 

Has had diagnosis of pulm. tb. for two 
years, with x-ray positive for right side. Had 
sudden sharp attack of pain on Sept. 21, with 
tenderness localized over McBurney’s point. 

Discussion by Dr. Brockway: History of 
illness fairly explicit. The physical examina- 
tion of chest seems rather cursory. Entry of 
“induration at hili and in apices” is not a 
proper physical finding. The pre-operative 
diagnosis of “chronic appendicitis” is hardly 
in accord with the symptoms, which are 
either those of acute appendicitis or not ap- 
pendicitis at all. White count 12,600, with 
70 percent polys. If they regarded this as 
chronic appendicitis, they were too swift to 
operate for this is a lesion which requires 
more than a few hours’ study. They also 
state that he was a poor operative risk on 
account of lung condition and an organic 
heart lesion, which does not seem to have 
been very thoroughly examined. 

(Note: The pathological findings in the 
appendix and surgeon’s record of findings at 
operation would indicate that the pathology 
was probably in the gall-bladder, rather than 
in the appendix). 

CASE 5 (5654). INFECTED AXILLARY 
GLANDS 


Discusion by Dr. Holmes, (batting for Dr. 
Mills): This was case of infection in hand 
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following injury; both wrists became swollen 
and left axillary glands were swollen. 
Under diagnosis of acute infection, left ax- 
illary glands were dissected out and removed. 
Pathological report showed tuberculosis of 
the glands. White count before operation 
13,000, 54 percent polys. 

What was the reason for removing the 
axillary glands? In the presence of acute in- 
fection, with lymphangitis “red streak up the 
arm,” and axillary adenitis, is it proper sur- 
gery to remove the glands, when they have 
not yet suppuraced? 

(Surgeon stated that no one was more 
surprised than he to learn that the glands 
were tuberculous, and upon learning this, 
he tried to turn the patient over to the Vet- 
erans’ Bureau, but he went to another doc- 
tor, who incised the wrist joints and hands. 
Did not explain the reason for the original 
operation on the glands). 

Note: Surgeon who incised the wrist 
joints states that they were not tuberculous, 
but true pus was evacuated from each of 
them, and they both promptly healed. 

This appears to have been a case of acute 
wrist joint infection, with adenitis of glands 
which were already tuberculous. 


CASE OSTEOMYELITIS OF 
EIFORM OF WRIST 

Dr. Watkins: Very little of 
known history of this case has been re- 
corded. In December 1923, the wrist was in- 
jured and I x-rayed it for fracture, finding 
none. History states that a month ago, wrist 
became swollen, but this was sometime prior 
to June, because on June’ 17th, this year, we 
x-rayed, showing destructive involvement of 
the cuneiform, diagnosed as probable tuber- 
culosis. The surgeon not desiring to operate, 
we radiated the wrist two or three times, 
without lessening the pain or affecting the 
swelling. In July, there was probably slight- 
ly more destruction shown by x-ray, and 
again in September. On both of these latter 
occasions, we advised operation on the cunei- 
form bone, believing there was material re- 
quiring evacuation. He was operated Sep- 
tember 24th, the pathologist reporting that 
the tissue was not tuberculosis, but inflam- 
matory 

(Suri eon stated that this did not look like 
tuberculosis, nor did it look like a pyogenic 
infection; he did not know what it was, but 
recovery was uneventful). The pus was not 
cultured and no stained smears made at time 
of operation, which might have thrown light 
on the condition). 

his was a purely limited infection, con- 

fined to one wrist bone, which does not re- 
semble either tuberculosis or pyogenic osteo- 
myelitis. Wassermanns were negative. 

CASE 7 (5727). SALPINGITIS, CYSTIC 

OVARIES 

Discussion by Dr. Tuthill: “Pain all over 
abdomen, lasting over a period of weeks, 
more particularly the past week. Venereal 
infection cause.” This is the patient’s com- 
plaint, and under Past History, it says “Nega- 
tive.” 
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On the basis of the findings, “distended on 
left side, tenderness over entire abdomen, 
marked tenderness each lower quadrant” the 
physician makes a working diagnosis of ‘sal- 
pingitis and appendicitis, cyst left side” prob- 
ably meaning inside. This is, to say the 
least, a remarkable diagnosis to make on the 
physical findings observed. 

Pre-operative diagnosis was left pyosal- 
pinx, and to make this some sort of pelvic ex- 
amination should have been made; if it was 
made, no mention is made of the findings. 

Tubes and ovaries on both sides and ap- 
pendix were all removed, the pathologist 
finding subacute salpingitis, without free 


pus 
CASE 8 (5653) PARALYSIS 

Discussion by Dr. Smith: Most of the 
information about this case is to be found 
in the nurse’s record. Two ages stated, 78 
by the admission record and 80 by the phy- 
sician’s record (physician says he was really 
94). Chief complaint says “paralysis” with- 
out stating where or how much. Past his- 
tory says cannot get history back further 
than 30 years, and the cause of the paraly- 
sis is probably further back than this. Physi- 
cal examination says “slight paralysis of right 
side of face” which is.a conclusion and not a 
physical finding. Also says “organic heart 
disease,’”’ which is not very definite. 

Aside from this history, which hints at just 
enough to arouse interest, we have the 
nurse’s record of an old man, partially par- 
alyzed, who gets out of bed and falls down, 
and needs constant care. 
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What the organic heart disease was, 
whether the paralysis was embolic, hemor- 
rhagic, arteriosclerotic, uremic, or what, 
nothing in the history or physical examina- 
tion tells us. The urine was normal; wh. ct. 
14,700, 66 percent polys. 

CASE 9 (5746). DIAGNOSIS OF PUL- 
MONARY TUBERCULOSIS AND 
LUNG ABSCESS 

Discusion by Dr. Clohessy: This patient 
entered the hospital August 10th and was 
x-rayed the next day, the report being that 
there was no evidence of subphrenic lesion; 
there was a partial pneumothorax on right, 
with fluid and advanced lung disease of some 
obscure type. Wassermann was positive on 
on August 12th. There is no history of this 
patient’s illness and no physical examination 
of him recorded. On the day of his dis- 
charge a very sketchy history and examina- 
tion record, sounded like the patient dictated 
it himself is entered; this was October 22nd, 
two months and 12 days after his admission. 
On September 17th, a portion of rib was re- 
sected and pus from an empyema evacuated; 
no physical examination back of this opera- 
tion; on October 16th, more rib was resected. 

This is evidently an interesting case with 
very little information of value about it in 
the records. 

CASE 10 (5671). LIVER ABSCESS 

Discussion by Dr. Milloy: Entered Sep- 
tember 2nd. Very brief personal history 
recorded by ‘“‘S.M.A.” The only point in the 
history is that pain started in the side last 
May; does not say which side, where abouts 
in the side, kind of pain or anything else 
about it. Physical examination is entirely 
blank, so that we have no knowledge of the 
facts on which diagnosis of liver abscess was 
based. Evidently there were definite signs, 
because the surgeon went in, found the ab- 
scess and drained it. The cause of the ab- 
scess was not ascertained, cultures from it 
being negative. Patient returned on Novem- 
ber 5th, this time having neither history nor 
physical examination. Summary sheet says 
“metastatic lung abscess” and “Died.” What 
was the basis for diagnosis of lung abscess 
there is no record, and we can only 
that we knew more about this case. 

CASE 11 (5679). INTESTINAL 
TUBERCULOSIS, DEATH 

Discussion by Dr. Wilkinson: Record of 
the patient’s complaint is that “six months 
ago first complained of pain in the pit of 
stomach, which increased in severity and was 
accompanied by diarrhea. This was treated 
as typhoid and improved for a time, but later 
pain became more severe after eating and 
diarrhea became more frequent, eight stools 
a day and eight at night. Is losing weight 
rapidly. 

(On the basis of this complaint, sugges- 
tions as to probable diagnosis was asked for 
and Dr. Clohessy suggested abdominal] tuber- 
culosis). 

The only recorded physical finding was 
dullness over the right side and tenderness, 
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with tenderness over fifth dorsal vertebra. 
Pre-operative diagnosis was appendiceal or 
subphrenic abscess. 

At operation extensive tuberculosis of mes- 
entery and small intestines covered with mili- 
ary tubercles, with ascites. 

Operation, as an exploratory, was probably 
justified, although the examination of the 
case seems to have been rather superficial. 
There is no record of chest findings; tuber- 
culosis was certainly a possibility on the 
basis of the history of illness, and if chest 
findings were negative, x-ray would have 
shown the miliary tuberculosis. The outcome 
probably would have been the same, how- 
ever. 

CASE 12 (5645) HYPEREMESIS 
GRAVIDARUM 

Discussion by Dr. Bailey: This is the 
shortest clinical history on record. Patient’s 
complaint is stated to be “Hyperemesis gra- 
vidarum” which argues for a highly edu- 
cated patient. The doctor evidently agreed 
with the diagnosis of the patient, because on 
the physical examination, ‘Hyperemesis gra- 
vidarum” is given as the sum total of the 
examination. The patient is an unmarried 
woman, age 20, which opens an interesting 
field for speculation; however, the old 
proverb says that “speculation without knowl- 
edge is vain,” so we can get nowhere with 
these sheets of paper which when regarded 
as a clinical record, just isn’t. 

Several other cases were listed on 
lantern slides and shown as good ex- 
amples, a_ similar list of records 
which hardly deserved the name. 

Staff adjourned to meet again in 
December. 

W. WARNER WATKINS, 
Secretary. 


DR. JOHN E. BONAR 


Announcement of the death of Dr. 
John E. Bonar, a member of the 
Greene-Cananea Hospital staff at 
Cananea, Sonora, was made at the 
recent meeting of the Southwest As- 
sociation. The cause of death was 
lobar pneumonia, and the body was 
accompanied east by Dr. Frank 
Hogeland, chief surgeon of the hos- 
pital. Dr. Bonar had many friends 
in Arizona and New Mexico, who will 
be very sorry to learn of his rather 
sudden death. 


DR. JAMES M. MOORE of Clemenceau, 
after the first of the year, will be located 
at Jerome, on the staff of the United Verde 
Hospital. DR. A. F. GOUGH, formerly of 
Hermosa Beach, Calif., will take his place 
on the United Verde Extension staff, at 
Clemenceau. 
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ARIZONA DEACONESS HOSPITAL 
(Phoenix) STAFF COMMITTEES 


The Board of Directors of the Arizona 
Deaconess Hospital has elected Mr. K. S. 
Townsend as president. He succeeds Mr. J. 
O. Sexson who has been made business man- 
ager of the hospital. Other members of the 
board of directors are John D. Loper, Dr. J. 
C. Norton, C. W. Goodman, L. W. Caggins, 
J. A. R. Irvine, L. J. Cox, Miss Lola I. Clif- 
ton, Warwick Scott, James Aldrich, J. O. 
Sexson and Lloyd B. Christy. 

_The Medical & Surgical Staff of the Hos- 
pical recently elected Dr. George Goodrich 
chairman of the staff organization and Dr. 
Orville H. Brown secretary of the staff. Dr. 
Goodrich has recently appointed the following 
committees, which have been approved by the 
board of directors: 

Surgical Committee: Dr. Chas. B. Palmer, 
Dr. Wilalrd Smith, Dr. Louis Dysart, Dr. 
R. L. shupe, Dr. W. C. Ellis. 

Medical Committee: Dr. S. D. Little, Dr. 
E. R. Charvoz, Dr. F. J. Milloy, Dr. Coit 
Hughes, Dr. L. H. Thayer. 

Records Committee: Dr. Warner Watkins, 
Dr. H. R. Carson, Dr. R. J. Stroud, Dr. I. L. 
Garrison, Dr. Harry Felch. 

Eye, Ear, Nose and Throat Committee: 
Dr. H. T. Bailey, Dr. W, A. Schwartz, Dr. E. 
C. Bakes, Dr. F. L. Reese, Dr. J. J. McLoone. 

Diagnosis Committee: Dr. Kimball Bannis- 
ter, Dr. Fred G. Holmes, Dr. H. B. Gudgel, 
Dr. H. L. Goss, Dr. H. P. Mills. 

Obstetrical and Nurses’ Training Commit- 
tee- Dr. John Wix Thomas, Dr. A. J. Mc- 
Intyre, Dr. L. D. Dameron, Dr. A. A. Shelley. 

Urological Surgery Committee: Dr. Chas. 
S. Vivian. 

The Medical Council consists of Dr. Geo. 
Goodrich (chairman), Dr. O. H. Brown (sec- 
retary), Dr. W. Warner Watkins, Dr. Kim- 
ball Bannister, Dr. Chas. B. Palmer, Dr. S. 
D. Little, Dr. H. T. Bailey, Dr. John Wix 
Thomas, Dr. Chas. S. Vivian, Dr. H. P. Mills, 
(pathologist) and Dr. H. L. Goss (roentgen- 
ologist). 


A BOOK OF — 


THE PRESCRIBING OF DIETS 


The dietetic importance of pure, _ plain, 
granulated gelatine has attracted so much 
attention, and the demand for more informa- 
tion has reached such a volume that the 
Laboratories of the Charles B. Knox Gelatine 
Company have prepared a book of dietetically 
correct recipes with gelatine for Diabetes, 
Nephritis, High Blood Pressure,. Gastritis, 
Gastric Intestinal Disorders, Fevers, Consti- 
pation, Obesity, and general mal-nourishment 
in infants and adults. 

The recipes have been most carefully 
worked out under authoritative auspices and 
with each recipe is given quantitative analy- 
a of carbohydrates, fat, protein and calory 
value. 


SOUTHWESTERN MEDICINE 


The Diabetic section of the book is a most 
valuable contribution to advanced dietetic 
practice, with or without the insulin treat- 
ment. Another important chapter is the re- 
port of T. B. Downey, Ph.D. Fellow at Mel- 
lon Institute (Pittsburgh), on the value of 
pure,.unflavored gelatine as a_ protective 
colloid in the modification of milk in infant 
feeding, which in no way changes prescribed 
formulas. Dr. Downey has determined, by 
standard feeding tests, that the addition of 
1 percent of gelatine to a quart of milk in- 
creases the yield of nourishment by about 
23 percent. 

Furthermore, these feeding tests deter- 
mined that the protective colloidal action of 
the gelatine was highly efficacious in aiding 
the complete digestion and resulting assimila- 
tion of other basic foods of the vegetable, 
fruit, meat and fish families. 

A most important feature of this book is 
the simple and complete directions for the 
preparation of these dishes, without which a 
prescribed diet so often fails, despite the care 
and caution of the physician. 

The book will be mailed upon request— 
postpaid and free of charge—by the Charles 
B. Knox Gelatine Company, Johnstown, New 
York, to any physician or dietician who re- 
quests it. 


ANNOUNCEMENT 


The Rockefeller Institute for Medical Re- 
search has announced the release of the drug 
known as Tryparsamide for use in the treat- 
ment of human and animal trypanosomiasis 
(African sleeping sickness and mal de cade- 
ras) and selected cases of syphilis of the 
central nervous system. This action is based 
on results reported from clinical investiga- 
tions which have been in progress for several 
years. The drug will be manufactured by 
the Powers-Weightman-Rosengarten Co. of 
Philadelphia, and will become available 
through the regular trade channels about 
January 1, 1925. In releasing the drug for 
the benefit of the public, the Rockefeller In- 
stitute desires it to be known that the Insti- 
tute does not share in any way in profits 
that may be derived from the sale of the 
drug and that, with the cordial co-operation 
of the manufacturers, provision has been 
made for the maintenance of a schedule of 
prices on as low a basis as possible. 


COCHISE COUNTY (Ariz.) MEDICAL 
SOCIETY 


At the recent meeting of the Cochise 
County Medical Society, Dr. Z. Causey of 
Douglas was elected president. This society 
is making elaborate preparations for the en- 
tertainment of the state Association in April. 
This preparation includes an entertainment 
in Naco, where it is expected that Dr. Har- 
— will again act as “toreador de gal- 
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